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ABSTRACT 

This issue of '*Zero to Three the bulletin of the 
National Center for Clinical Infant Programs, focuses on pediatric 
primary care. Articles include: (1) "Expanding the Boundaries of 

Pediatric Primary Care to Support the Development of Infants, 

Toddlers and the Families" (Linda Eggbeer) ; (2) "Providing 

Information and Support for Parents in Pediatric Primary Health Care 
Settings: An Interview with Bernard Levy" (Linda Eggbeer); (3) "Group 
Well-Child Care as a Method of Providing Developmental Guidance in 
Pediatric Primary Care Settings" (Lucy M. Osborn); (4) "Pediatric 
Pathways to Success: The Power of Pediatric Practice To Support 
Families" (Margot Kaplan-Sanoff) ; (5) "The Soho Parenting Center: A 

Model for the Integration of a Parenting Service into a Pediatric 
Practice" (Lisa Spiegel and Jean Kunhardt) ; (6) "The Touchpoints 

Model: Building Supportive Alliances between Parents and 
Professionals" (Ann C. Stadtler and others); (7) "Bright Futures: 
Health Supervision Guidelines and Their Implementation" (Morris Green 
and heri McCoy-Thompson) ; and (8) "Keys to CaregivinG: A New NCAST 
Program for Health Care Providers and Parents of Newborns" (Georgina 
Sumner). The issue also includes reviews of publications and videos. 
(JW) 
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How can our nation use its resources most wiselv to 
reach and support parents of infants and toddlers at a 
time when help is likely to count the most? I'hrough 
what systems or mechanisms that currently exist can we 
most efficiently and effectively reach large numbers of 
caregiving adults with new information about the 
potential capacities — and vulnerability — of their chil- 
dren during the first three years? 

/FHU') TO TURF. I* believes that one possible 
answer to these questions might lie in this country's 



health care system — particularly in primary pediatrics. 
Primary health care settings, including private pediatri- 
cians, health maintenance organizations (HMOs), and 
community health centers arc in many ways natural set- 
tings for joining with and suppc>rting the parents of 
very young children. This article will describe /FH^C”) 
TO THkHH's work in exploring the potential of pedi- 
atric primary care for expanded services that emphasize 
the tremendous importance of parents as their chil- 
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Editor's Note 

Pmvidinj^ dovolopmonltU <hk 1 supptM'l to partMUs ol 

voung diiUiriMi in iho context ot primary pediatric c<irt‘ is <m 
idea wiiosi* liim* lias a>nie -- itver <mii o\ er again, it sc‘c‘nis. 
willioiil ever hecoming esiahlislu’d (in this country at liMst) 
as the siaiut«ud i»t i «iri‘. C tuilrihuli>rs to llii*^ issue i>t / ru' /e 
limy expliMv: the im{>t'ilaiu e .ittcmlion to sin ial .uid emo- 
tional di‘\elopment and anticipatory guitlaiuc' as a key 
ingredient ot children s luxilth supervision; the Ixirriers to 
c*nh«iiuc‘nu‘nt ol primary pc*diatric care; innovative 
«ippro«ulu‘s to change', in settings that serve* both privile*ge*d 
and highlv stressed parents and the'ir children; and a wide 
range* ol e*dueational materials (tor prote*ssionals and tami- 
lie's) that reintorce* coiwersations betwe*e*n health care prote*s- 
su>nals and tamilie*s about the development ot iiitaiits and 
tcKldlers. Although the current turmoil ot dur country's 
lu*alth c<ire* svste*m is tro ibling in many respe*cts, it is possi- 
ble that trom the tlux will irise a iu*w model tor pediatric 
primarv care -- one w hich not onlv nurtures all aspects (>t the* 
healthv development of voung children but also supports 
adults as thev become* increasinglv competent and confident 
parents. 

I f'nihlu’l, l.ditor 
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Expanding the 
Boundaries of Pediatric 
Care . . . 

I Pt/\V / 



diVH '^ priintirv nurtuivrs. Wc will shinv some \\ htU 
we letimed from indi\ idiMls lU'ross the country who tire 
tilso committed to this ided tind lidve developed innm - 
dtive tipprotuhes [o tiddi\*ssin^ it; extimine biirriers thdt 
need to be overcome tind iittributes thdt uin be built on 
to retiii/c‘ tlie potentidl of pedidtric settings; describe 
new wdvs of conceptudli/iiy^ hedlth supervision; nnd 
identifx importdnt questions nnd next steps. 

Pediatric primary care as a venue for 
reaching parents 

In order to pursue its interest in prinidry prevention dnd 
parent support, / I’ KC^ I 111 Kl- 1- secured d two-yedr 
^rant (P»4-%) from the buredu of Mdterndl and Child 
l lodlth (Me.)#? 17344) which \t combined with dlivddy 
ciimmitted funds from a pri\ ate donor who had lon^ 
bivn interested in an enhanced role for the health Cc ‘v 
s\ stem in ^ettin>; babies and parents off to a ^ood stc»rt 
{see interview with Bernard Levy, this issue). The over- 
all goal of the Developmental Specialist in Pediatric 
^Practice project is to explore how pediatric settings 
might become more responsive to the needs of a broad 
spectrum of parents. We are particularly interested in 
helping to expand the definition and practice ot pedi- 
atrics, sti that it more closely reflects the broad healtlt 
super\ ision guidelines called tor in I uhnc:': 

Cuiiiclinc> for fic'illh ^iifh*m^ion of Children, iwd 

/\(/()/tNtv//fs (Cireen, ed., 1444; see Green and McCoy- 
1 hompson, this issue), which calls for new health super- 
vision pt>licies and practices in keeping with the per\ a- 
sivt‘ changes that ha\'e occurred in families and our 
societx' as a whole. 

We have appn>ached this work with the following 
assumptions: 

1, Care in pediatric settings is likely to benefit from a 
multidisciplinary, rather than an exclusively medical, 
approach. 

2, Mutual and respectful partnerships between the 
health system and parents are critical to efforts [o rear 



Aikno\vk‘iiy;nH‘nts I'or wise a>unsol diul slocullasl oncourd^enitMU, 
/I RO lO IHKl r Ihanks the Advisory Commitlcvof Iho Develop 
monlal Specialist in iVdialric Traelice Projivl C ecilia ICirbosa, 
Kalhrvn Harnarti, 1. Herrv Hra/ellon, ('onslance Smith (kirner, Mar- 
garet A. tIVggv) McManus, Miuris tireen, Stanley I- Cireenspan, 
Bernaril l.i‘vv, H I'laine Vowels, and harry /uckerman. Tor courage 
and resoui\i*lulni'ss in exploring nevN Ironlieis we salute Margaret 
jones, M.A. and C laire I.iUman, I.C'SVV. 1 his piojwt is suppf)rled in 
part by project MC |^S 173^4 from the Maternal and Child Ilealll; pnv 
grain ( Title V, Social Seuiril\ Act), 1 l(‘alth Resmirces and StTVices 
Administration, Department of I leallh and 1 luman Services 



young children who ochiexe their full potential in all 
domains of dex elopment. 

3. Parenting intormatit>n and support shtiuld be avail- 
able tt> all parents, with spoci.il, more' intense' services 
ciffered to tlmse who need them. 

4. There are manv ways, and many people, who can 
bring abfUit these' t hanges in primary pediatric care; we 
want to learn all we can abtuit how it can best be dtuu’ 
in varifHis settings aiui circumstances. 

C")ne of the first tasks project stall underttiok wa^' to 
learn all we could about the current status ot develop- 
mental guidance in pediatiic primary carc'. We con- 
ducted an e\tc'nsi\ e literature review along with tele- 
phone interviews with knowledgeable individuals 
across tTie couiUrv who were rc'commended by the pro- 
ject's advisorv committee. F.ach person we talked ti> 
generous! v shared his or her ideas and perspectives 
with us and suggested other individuals whom we 
shc>uld contact. This process led us to medical and non- 
medical professionals who are prox’iding very useful 
services tc> parents in pediatric settings across the coun- 
trv, some of whom have contributed articles tt> this 
issue. 

We knew going inti> the project that the- idea ot 
enriching the developmental content c>f pediatric health 
care has had a distinguished historv'. As far back as 1948, 
Milton Senn, a pioneer in the introduction cT psychody- 
namic concepts into pediatiic practice, expressed the 
view that pediatricians need to develop competency in 
bc>th the biomedical and psv'chosocial aspects child 
health (Careen, 14S2). In 1473, 1. Berrv Bra/elton 
observed: 

A pciiiafriciiw i}}lr}r>lcd in nifluouin^ thcr^c forces (per 
c}if>) for the child'< he<f interest }nu<f nuike the }}iother the 
foeid point of ain/ ntteifipt to help the child. It econo/nicnl 
in time and re<ouree< /(yyi4 to knoie her well, and ij we can, 
it /s extreinely important to mclude the father. 1 heir teeli}i;^< 
about the child and their own lin}itation< <et the bonndarie< 
within which the pediatrician can expect to be effectiir for 
the child (Brazelton, l97o, p. 3.34). 

Although the thinking ot Senn and Bra/elton is not 
often echoed in the pediatric literature, we talked to a 
number of individuals who share thejr perspective and 
who ha\’e tried to respond to the challenge of using the 
pediatric setting to broaden the knowledge and skills of 
young parents. Some of the services we heard about 
include: 

• dev'elopmental assessments for all newborns in a 
pediatric practice; 

• availability u'ithin the practice for more extensive 
developmental assessment on a referral basis; 

• pediatricians and nurse practitioners routinely cater- 
ing counseling to parents on a v'ariety of child-rearing 
issues, suc'h as feeding, sleeping, temperament, and the 
infant-parent relationship; 
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• parent groups, held during the day and evening 
hours, to enable parent> to diseuss their questiiMis and 
a^Kvrns in the presence of health care or other clini- 
cians; anil 

• checklists, gi\en io parents in ad\ ance ot well -child 
\ isits, ti^ remind them of c|uestions or areas of concern 
tiM' diNCussion with the pediati ician. 

l ach of these efUnts diMmmsti\iU's a respect tor, and 
an el tort support, the critical role parents pla\’ in theii’ 

\ oung children's dex elopmenl. 

Pediatric care pro\ iders are reachi.-v; out to tamilies 
in the poorest tind the wealthiest ov circumstances. 
Aci'oss all income groups, pediatric caie is one of the 
si’iA'ices nu^st often used b\ parents ot children uiuit.'i 
three. \o other institution or s\stem exists which has 
more co* tact with children in this age group. Pediatric 
care diK's not carr\' the stigma associated with, for 
example, welfare services, substance abuse services, 
mental health services im* anv of a mvriad of other ser- 
vices with which families of verv young children mav 
interact. 

VVe talked with early childhood educators at New 
fork's Bellevue Hixspital who have developed what 
they call a "hallway" program, an innovative wa\' of 
providing t^ppiKtunities for voung children to plav and 
their parents to talk informally while they wait for pedi- 
atric appointments. The program professionals have an 
i^ppi^rtunity to join with parents in cibserving their own 
and other children in the group and to encourage dis- 
cussion amimg the group of parents about anv issues or 
questions thev' have. If there are concerns about a par- 
ticular child, the earlv childhood educator discusses the 
possibility of adilitional investigation or assistance with 
the parent and passes along the results of her interaction 
with the family to the pediatric staff, Boston Citv Wos- 
pital, which serves a similar inner-city population o{ 
tamilies with multiple needs, has brought tcigether the 
services of a multidisciplinary team of primarv' care 
clinicians, family advocates, early childhood educators, 
and attc^rneys in order to build a stixMig alliance with 
families on behalf of their children (see Kaplan-Sanoff, 
this issue). 

A deveh^pmental pediatrician whose practice is 
located in an upper-middle-class neighborhood near 
New York City's Central Bark told us how much infor- 
mation and support the mothers in her practice seem to 
need and how insecure many of them feel abcnit their 
role as new mcUhers. She has responded by establishing 
parent grcnips which she a^-facilitates with a psvcholo- 
gist, to whom she also makes referrals for individual 
counseling and folUnv-up. 

But it certainly must be said, and luir literature 
review ccmfirmed, that effects such as these are the 
exception rather than the rule. It is clear that the expan- 
sion of pediatric services is an idea that has not been 
systematically researched, funded, or implemented in 
this countrv. 



Current pediatric practice: Barriers to devel- 
opmental services 

C>ur current imuiel ot pediatric practice has remained 
essentially unchanged owr the past aO vears: clinicians 
vvtuking one-iMviMie with a tamilv in an lUfice, with 
lu'casituial support ti'om a nurse or scn ial wmker (/iick- 
erman Barker, .-Mthiuigh we have experienced 

gix'at success in this countrv in reducing contagiiuis dis- 
ease, which at the beginning of the 2Uth centurv was the 
primary cause of mmlality and morbiditv. children and 
tamilies todav face a wh(^le new set t^f challenges. What 
are we really suggesting when we sav that primarv care 
settings need to prm n.ie help to parents ot infants and 
toddlers cmi a varietv of child-rearing issues? .Are we 
asking peiliatricians, whose stock in tradi' is health 
sufXM vision and primarv prevention, to address a whole 
new scope ot issues? Are we asking them to acamiplish 
an impossible agenda? 

Many health professionals readilv ackiunvledge that 
focusing attention exclusively on the phvsical realm of 
development, especially with infants and toddlers, does 
not constitute adequate care. Other pediatricians, hmv- 
ever, resist the suggestion that thev are luU adequatelv 
attending to important psvchosocial issues that the fam- 
ily brings to the practice. We had conversations with 
pediatricians and nurse practitioners in both categimies. 
Zuckerman and Barker ( B)93) describe "retreating to the 
comfortable world of otitis media and immuni/atiims... 
to shut out the loud cacophonv cif the outside world and 
its effects on our families" (p.7bl). 

Three chief barriers seem to prevent health priTes- 
sionals from attending to psvchosocial issues in the con- 
text of pediatric primarv care: training, time, and 
money. The second two barriers are closelv related. 

Training: Vlanv practicing pediatricians (other than 
tlmse trained in dexelopmental and behavioral pedi- 
atrics) ha\ e not receixed training to adequately address 
psydiosocial and behavioral issues and to work in full 
partnership with parents. The improvement of training 
in the psychosocial aspects of child health has been, 
(Green, 19S2) and remains today, an important issue for 
ped i a t r ic ed uca t i on . 

Time: C')n ax erage, health care prox iders spend onlv 12- 
15 minutes per pediatric x isit. As one nationally knoxvn 
pediatrician put it, "Bediatricians are in an impossible 
bind. Their interaction (with babv and parent) is limited 
to what x'ou can do while writing on paper (Aronson, 
personal conversation, i994). 

Money: The reimbursement policies of health insurers 
determine to a large extent what kinds of services pedi- 
atricians and other pediatric health care professionals 
provide. It is not apparent that, as a group, insurers rec- 
ognize the tremendous significance of health v growth 
and dex'elopment in the first few years of life and the 
importance of ensuring that sufficient amounts o\ time 
and services are available to children in this age group 
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^ind tlieir pari'nts. Physicdl I'Xdms f('>r infants and UkI- 
dlers, tor example, continue to be reimbursed at a lower 
rate than physical exams for older children — notwith- 
standing the unparalleled rate of development in the 
first three years and its tremendous impact on later 
de\ elopment. 

A repi^rt b\' McManus Health Poliev, Inc. (in press) 
points cult that no studies ha\ e e\ er been conducted to 
determine the extent to which pri\ ate health insurance 
and Medicaid will reimburse parent education services 
offered in pediatric settings. The report observes that, to 
the extent that existing payment mechanisms can be 
used to purchase such services, the m(')re likely they will 
be imbedded in primary care ser\'ices and maintained 
o\ er time. 

Reimbursement bv insurers for expanded services to 
parents is likely to require evidence that providing early 
and ongoing anticipatory guidance to parents, and 
beha\'ioral and developmental surveillance to infants 
and toddlers in a manner suited io their needs, beliefs, 
and traditions, will, in fact, make a difference with 
respect to later healthy de\'elopment. In the current 
health care niarket, the primary focus of insurers' efforts 
is directed toward keeping costs down. 



Opportunities within a system in flux 

Pedi Uricians and oth(*r health care* prox iders are facing 
dramatic, ongoing changes in health care serx ices and 
rinancing that create a confusing and x olatile enx iron- 
ment in which to practice. 1 hey are faced with trying to 
prox ide adequate lexels of e a re in capitated svslems and 
with iiaxing to decide how many and what kinds of 
managed care plans their practice will participate in. 
Many are joining large group practices in ord(*r to sur- 
x ixe w hik* others are joining the staffs of llMOs. With 
increasing national efforts by the federal goxernmenl. 
insurers, and emploxers to contain health care costs, 
families' access to the time and expertise’ of health care 
prox'iders, particularly pediatricians, is likelx' [o become 
more, rather than less, limited. 

The tremendous flux in the health care sxstem can 
present an opportunity for experimenting with effectix e 
approaches to helping very yeumg children and their 
parents get off to a good start. For example, staff at the 
Prex entive Ounce, a California-based non-profit organi- 
zation which seeks to enhance health education, told us 
about their design and ex aluation of a health education 
program to prevent temperament-related problems 
among infants, toddlers, and preschoolers who receive 
pediatriL care in Northern California Kaiser Permanente 
facilities. Parents of four-month-(')lds were irvited io 
complete a temperament questionnaire, based on the 
work of Drs. Stella Chess and Alexander Thomas. The 
results of the questionnaire, which asks parents to com- 
ment on the frequence with which their babies engage 
in certain types (if behavior (e.g. "reacts mi Id lx t(i meet- 
ing familiar people” or "continues to cry in spite of sev- 
eral minutes oi soothing”) are conx erted into a tem- 
perament profile for the child. Parents are sent guidance 
materials about what to expect of children with differ- 
ent kinds of temperaments and suggt'sted wavs of 
responding appropriately to a child of that particular 
temperament. Parents are also inx ited to consult with 
temperament counselors bv phone if thex’ hax e addi- 
tional questions or concerns. 

A study of tlu‘ effects of this anticipatorv guidance 
indicated that parents who participated in the tempera- 
ment program required 1. 48 fewer outpatient visits in 
their infants' four-to-l6-month age period, than parents 
who did not receix'e guidance. Sax' mgs occurred in pedi- 
atrics, family practice, and emergenev roc'im visits. I’his 
kind of initiatix e and the development of cost benefit 
data to document its effectiveness are encouraging but 
rare’. 

Within the last two or three years sex eral important 
new initiatives have begun v\4iich, together vxhth / FRO 
\ O T 1 1 R H I- 's wc'jrk, will broaden our understanding of 
how parents of infants and toddlers can be better served 
in primar)' health care settings. One of these initiatives, 
recently undertaken by the Commonwealth Fund, will 
establish \5 local iniliatixes in health care settings 
around the country to develop and evaluate an 
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c‘\pandod set of services to support parents viHint; 
children, to be deli\ ered by health perstninel. Maternal 
and Child Health and the Medicaid Bureau, U.S. 
n .'artment of I lealth and I luman Services, are launch- 
ing; a major initiative to enauirage the adt>ptiiMi and um‘ 
ot the health supervision guidelines outlined in 
I n fun’s in health care settings acrc^ss tlu‘ auintry (see 
Creen and McCin'-Thcnnpsmi, this issue). I‘. Berry 
lh‘a/elt(>n's TouchpcMiUs mtKiel, which c>ffers parents a 
map i^f earlv de\ elopment and helps them de\ ek>p an 
understanding i^f the natural spurts and regressions that 
olxuv in the earliest years, is currently being used [o 
train nurse practitiiMiers in establishing partnerships 
with parents ti> suppt>rt healthy development (see 
Stadtlor, CVBri(‘n, and Hornstein, this issue). I'ach tU 
these initiatives, based on somewhat different underh - 
ing constructs abiuit, h>r example, how parents learn 
best, will undoubtedlv greatlv add to our understand- 
ing of the most effectiw wavs [o be responsive to the 
needs t)f individuals parenting infants and ttiddlers. 

ZtRO TO THREE's Developmental 
Specialist in Pediatric Practice Project 

Pediatric health care settings can, it appears, nurture 
alliances between professicmals and parents that enable 
professionals to better understand the needs and prit>ri- 
ties of indi\'idual children and families, and that enable 
parents to make good use c^f inU^rmatum and support. 
But if pediatricians do iK>t ha\ e the training or the time 
to be deeply in\H>lved in this process, how will it occur^ 
Which developmental serv ices tt> infants, ttKldlers iind 
pi\ rents are, in fact, the nK>st valuable tor which popula- 
tions? Are services best made available on a universal or 
referral basis? What are the advantages ami disadvan- 
tages of hav'ing medical, as t^pposed to m>n-medical, 
professionals working on these issue's with parents tit 
ver\' young children? If lum-medical professionals 
assume these responsibilities, lunv can they be inte- 
grated inte^ a new mle in the pediatric practice? I lenv 
can We ensure that these individuals are cjualified and 
suited to perform their roles? What are their training 
and supervision needs? How can services be paid tor^ 

In order to build a first-hand understanding tif the 
barriers and tipportunities for expanding serv'ices in 
pediatric settings, ZIH^O TO rilRHE negotiated with 
two pediatric sites in the Washingttin, D.C. area io ctil- 
laborate with us on this project. \Nv hired two profes- 
sionals, one an earlv childhtiod special educattir and iho 
other a clinical social worker, both at the masters level, 
to work 20 hours per week, each in tme setting, and to 
dev'elop the most effective services possible for parents 
of children under three years of age. 

The process of finding two pediatric sites and hiring 
two developmental specialists added a great deal to our 
knowledge ba.se. Staff had initial conversations with 
approximately ten potential sites, knowing that we 
wanted to locate in a private group practice and an 



y.iRO TO THRi i 's Developmental 
Spc'cialist proje^et is predic ated on the belief 
that parents themselves drive' thc'ir own Ic'arn- 
ing process. Parents' conccTns and (|uc'Stions 
serve' <is the c atalyst for w liat tlie dc've'lopmeiv 
tal spec ialists pav attentie>n to and he>w thev 
individualize their services. 



HMCy in order tc^ be able tt^ examine differences in these 
two systems. A number of practical and phiU^sophical 
barriers were identified during this stage o\ the pn>ject, 
among them lack of space to ac ccunnuniate another per- 
son in the practice; concern abcnit disruption ti^ hectic 
schedules if cidditicmal services were t^ffered; ct^ncern 
about henv someone from amUher discipline wi>uld "fit 
in;" concern that parents would be unhappv if services 
were disctnUinued at the end of the project (September, 
19%); and lack of understanding of the developmental 
specialist as part of the health team rather than as an 
ancillary professional to whenn children and parents are 
referred. 

The two sites selected for the Developmental Special- 
ist project will collaborate cU^sely with / I!RO TO 
THREE in exploring project questicuis. They are the 
Kaiser Permanente Pediatric Clinic in the District of 
Columbia, an HMO, and Sleepy Holknv Pediatrics in 
Falls Church, Virginia, a fi\’e-perscm group practice. 
Each site seiA'es an ethnicallv <md eccmomicallv diverse 
group of families, although Kaiser ser\’es primarily 
African-American families and Sleepv Ht)lknv, primar- 
ily Caucasian families. In exchange for '/A'AiO TO 
three's hiring, training, super\ ising, and con^pensat- 
ing the de\ ek>pmental specialists, these two sites agreed 
to work closely with the project to examine the thet>ret- 
ical and practical feasibility of developing and imbed- 
ding services io further the healthv de\elopment of 
infants and toddlers in their settings. F!ach site has 
assigned tme t>f its pediatricians as primary liaison with 
the developmental specialist. 

The process of recruiting the t\vo*de\ elopmental spe- 
cialists was a lengthy one as well. We were hooking for 
individuals who not onlv possessed extensi\'e training 
and experience in working with infants, toddlers, and 
families, but who also exhibited the capability ti> estab- 
lish stn>ng and supportive relationships with children 
and families. We searched for professionals who were 
reflective, who found it a challenge to take on a new 
role, and who we thought could use training opportuni- 
ties and clinical supervisitm to gi)cKi avail. TTu’ two indi- 
viduals hired met all oi our criteria. 

The developmental specialists ha\e been on-site 
since the end of June. In the pediatric setting, they 
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(ihscM’vo tlH‘ c]iKility tif tho int^TOCtitins botwoen inbints 
tiiul piucnts thtU support or ii\hibit mutucil c'ldciptcUion, 
iiMnmunictUe now iind oxoiving findings nbout tho 
oxtitiordinnry capnoilios of children under three, and 
prov ide anticipatory guidance* about what is coming up 
in the next few miMiths. Their job is to assist parents in 
the disemerx i^f temperamental variables, coping mech- 
anisms, and special sensitivities in their particular cliild. 
At this plaint in tho project, the developmental special- 
ists are trying li^ see as many newborns as possible in 
each practice, usually by accompanying the pediatrician 
or nurse practitioner during well -chi Id visits. In this 
wav, the developmental specialist is introduced to the 
familx in a personal way, hears what the h(*alth profes- 
sional and parent sa\ [o each iHher, and \ > "blessed" bv 
the health pn>fessional as smnei'ine from wh.om the par- 
ent can get additional information and insignt. When 
the pediatrician leaves the examining room, l»e e- she 
may invite the parent to remain with the developmental 
specialist if the parent desires or to call back with ques- 
tions. 

The developiBental specialists also respond to 
requests from the pediatricians or nurse practitioners to 
(.observe particular children or to work on a snort-term 
basis with families around child development issues 
such as feeding, sleeping, excessive erving, and appro- 
priate stimulation, and around parent development 
issues such as choosing child care, feelings of inade- 
quac\', and balancing family and work responsibilities. 
Given their part-time availability, the developmental 
specialists vv'ill need to seek a balance between making 
sure that as many families as possible can avail them- 
selves of their services and making sure that they dev’ote 
time and attention to children and families for whom 
development does not seem to be progressing normally. 

ZTKO TO TH Rf:iZ's Developmental Specialist pro- 
ject is predicated on the belief that parents themselves 
drive their own learning process. Information about 
typical dev elopment and expectations for future devel- 
opment provide the context for learning about and 
developing a mutually satisfying relationship with a 
particular baby. The concerns and questions that parents 
have at any particular point in time, that flow out of 
their own experience, serv'e as the catalyst for what the 
developmental specialists pay attention to anc how 
they individualize their services. 

Documenting the Developmental Specialists 
in Pediatric Practice project 

One of the central objectives of the Dev elopmental Spe- 
cialists in Pediatric Practice project is to pay attention to 
the experience of the dev^elopmcntal specialists, with 
children and families and as members of their respec- 
tive health care teams. I’hey are asked to spend several 
hours of their 20-hour work week rellecting on and 
recording their observations and insights into the nature 
iT the work. They are encouraged and giv *n time for 



specialized training opportunities (e.g., spending time 
with a hospital-based lactation cminselor or i^bserving 
other di'celopmental specialists in thi* area). As thev 
encounter issues ("ir subjects abiuit which thev would 
like to learn mmv, thev find o.r seek help in identifying 
appropriate training. 

In addition, both dev elopmental specialists partic- 
ipate, together at this point, in twice-monthly supervi- 
sory sessiims with Stanley Cireenspan, a child psychia- 
trist, and/cu' Serena Wieder, a clinical ps\chok^gist, to 
talk thn.ugh issues that arise in their interactiims with 
children and families and to exploie their mvn feelings 
and reactions to the work. The supervisorv sessions gi\ e 
them an opportunitv to reflect on their evolv ing rela- 
tionships with various members of the practice in terms 
of role differentiation, boundarv' issues, and their c vedv- 
i.;g place within the practice as a whole. Thev are able to 
brainstorm about civative wavs of responding to smne 
of the practical problems and limitations i>f verv busv 
pediatric practices. The project directoi is in weekly con- 
tact with the developmental specialists and not cmiIv 
provides feedback and support c>n questions and issues 
that arise in their work but alsc) keeps the project 
focused on key questions. 

We expect that the project will evcilve, depending on, 
among other thii^gs, our gnnvii^g understanding of 
what parents need most; our exploration of the most 
cost-effective wavs of providing what they need; the 
developing relationship c'jf the developmental special- 
ists to their individual practices; and our increasing 
understanding of broad health care policies and prac- 
tices, particularly vvith resp(*ct ti') securing reimburse- 
ment for prev'entive services for infants, toddlers, and 
their families. This is challenging and fascinating work. 
7 H R O TO T H R T. I: welcomes comments and insights 
from readers' own experiences in trying to expand the 
boundaries of pediatric primary care to support the 
dev elopment of infants, toddlers, and their families. 
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Providing Information and Support for Parents in 
Pediatric Primary Health Care Settings: 

An interview zvitli Bernard Levy 

Linda Eggbeer, M l J. 

/1K(^ I Cl IIIKI-I / 1 he Ci’Ptc’r, 



l^ei ntird 1 e\ \, a ivlitvd bustiu’ss c‘\ecuti\ e. is p (ouiuiiiv^ 
membcM' o\ /\ K(i ici llIKI I iiiul lunvnth 
serw’s PS livpsuivr ot tlu‘ or^j,pni/tition. Mr. 1 e\ y's 
mitnuMil io tlu‘ primpiA’ precentiiM') de\ olopmentpl 
problems among \ oung ehikiii’n is passionate aiul 
sianding. l-itteen \(.*ars agi\ in the December, b)S0 issue 
ot /(’n‘ I'imw Mr. I o\ \ described to an interviewer his 
concern about primarx- preventicMi tor infants, toddlers, 
and their families. 1 le spoke about tlie need tor parents 
to be helped to understand the tremendous importance 
ot the earliest \ ears for healthy growth and develop- 
ment. lie called tor inno\ati\e approaches to develop- 
mental and behavioral assessment ot infants and tod- 
dlers, and pointed to the pediatric setting as a logical 
place tor such enhanced services to be located. 

Mr. Le\'v has championed the idea of bringing addi- 
ticMial rescHirces for infants, toddlers, and parents into 
primarv’ health tare settings for fifteen yc*ars. He is a 
major funder tit /.I'KO 1 C') TliKI-r's Dt*velopmental 
Specialist in Pediatrics Prtiject (see r.ggbt*er, this issue), 
w hich is expltu'ing wavs in which trained professitmals 
can be effectivelv integrated into primary health care 
settings in order tti tissess children's emtitional and cog- 
nitive develtipment in the same time frame that pedia- 
tricians are assessing their phvsical develtipment. 

In this interx iew, Mr. Levy reviews the basis tif his 
ctimmitment tti increasing guidance and supptirt ftir 
parents of vtumg children as a critical primary preven- 
titin strategy. 

Why do you believe so strongly that developmental 
specialists in pediatric health care settings can and 
should be a primary source of information and sup- 
port for very young children and parents? 

Health care settings are, ftir ntiw', the most Itigical, and 
therefore the most likelv’, place to capture the attention 
of most parents — at a time when parents are most 
motix ated to learn about infants, and about themselv es 
as nev\' mothers and fathers. 

When a nexv mother is in a pediatric setting, she's 
unnking "health" and she is trying to figure out what is 
right for her babx’. She is also challengeil, thinking about 
iiersidf in her new i\ik’. I lieri* are lots of cjuestions and 
struggles. The issue is not the development ot the child 
alone, but al.so the dvnamic changes taking place in the 
parents themselves. 



1 know from mx own e\periem*e that mothers' an-d 
fathers' emtUional well-being affects hinv thev are as 
patents. Ihese issues are hard to raise, much less lioal 
with, in tt 12-minute v isit with a pi’diatrician v\ ho is 
ciearlv in a rush. .-\ tiev elopmer.tal specialist in the pedi- 
atric setting can bett-v-r assess the child, assess the rela- 
tionship, and help the parent understand both 

It is verv important that the developmental special- 
ist's expertise be recognized; she is not "the plav ladx." 

1 he pediatrician can introduce the developmental spt‘- 
cialist til parents at the first visit bx saxing, "We haxe 
lx*en looking at ' our babx 's phvsical dexelopnu'nt. But 
it is equallv important to monitor everv child's enu'»- 
lional, scH'ial, and cognitive development. The devek^p- 
mental specialist has the expertise to do that. We will be 
vvorking together xvitli vou." 

What are you learning from your conversations with 
parents and business leaders about the need for 
enhanced services for families of very young chil- 
dren? 

I'm learning that the level of kixnvledge varies enor- 
moLislx; amc)ng parents and business people alike. Some 
have a vague notion that stMue g(Hid should, vvcnild, or 
could C(une from enhanc 'd services in pediatric settings 
— but no one can put their finger on specific outcomes. 
This is not as easy as identifying the benefits of immu- 
nizations. With a few exceptions, most people 1 talk tc^ 
don't even understand that the first three years of life 
set the pattern that will stav with that child for life. 

We have a big public educaticui job to dev In a cc'^st- 
ceviscious climate, we can't just sax', "An ounce cT pre- 
vention..." — that won't cut it with the business com- 
munity and pcdicv makc*rs. We hav e to demonstrate that 
it is cheaper to prex'ent pre'iblems en- treat them early. But 
cost is not the sole issue. We hax'e make the case that 
we have encnigh knowledge to help parents raise chil- 
dren xvh(^ are emc'>tionallx', scx’iallv, and C(^gnitively 
healthier — who will become healthier adults. 

Do you think that many parents are getting the kinds 
and amount of help with parenting that they need? 

1 know of no parent who is g<*tting the kind and amount 
of help in parenting that he or she really needs. Hven 
with all the informati(Mi available through parenting 
boc^ks, magazines, televisimi, and talk shows, panmts 
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still neod a specialist who can talk with them about theii' 
child, and what they bring [o the business of being par- 
ents, and how it all fits — or is hard to fit — together 
Information in bociks and the media is helpful, but it 
is generic, and we are not geiuric parents raising 
generic children. I'urthermore, e\'eiv one c'>f us inter- 
prets information through our own filters. That is \vh\- 
the developmental specialist is such a necessary ingre- 
dient — she can observe the specific parent with the 
specific child and meet everv child and parent wheie 
they are. Anything less individualized is likelv to miss 
the point and is not likelv to be very helpful. 

In your opinion, is the lack of support for parents the 
result of insufficient understanding of the need, 
insufficient .noney, or other causes? 

I think that insufficient understanding is the kev issue, 
with parents as well as policy makers. If vou don't feel 
the first years of life are especially dynamic, and no sup- 
port is being offered by the current system, you tend to 
conclude that nothing is needed. Young parents' bud- 
gets and public budgets are always squeezed. If no c^ie 
is saying that parents of infants and toddlers really need 
individualized support and guidance, then it's not easy 
to get limited resources dedicated to this population. 

What do you hope the Developmental Specialist in 
Pediatrics Project that you have funded will accom- 
plish? 

1 hope that the project will: 



• dennMistrate that earh' detection will prevent devel- 
opmental problems ov allow interuMition to begin earlv, 
before pix^blems bea^ne so deepK ingrained that thev 
are essentially a permanent part of a child's perstmalit\‘. 

• den'u>nstrate the economic benefit dealing with a 
problem while it is small, rather than waiting until it is 
full -bhnvn. 

• demonstiate that pa>per, individualized educatiim of 
parents by a developnental specialist realK is an 
"ounce of preveniit^n that is worth a pcuind ot cure. " It 
must be uiKierstiHHl that education will lug onl\ be 
abiHit infants' deveU^pment, but will also be abmit par- 
ents' deveU^pment. 

• demonstrate that using all the strategiv‘s we have 
talked abcnit, we can raise children who can learn more 
successfullv and bectM'ne adults who will functit'n more 
ccMupetently and healthfullv (and less violentK ) m our 
changing, challenging society. As we said in Ifcdit 
children must be emiUionallv read\- to learn and thus 
e\ entuall\' earn a living, Thev also need io be emotion- 
all}' read\' tc'i face frustration without resorting to vio- 
lence — in tht'ir homes or in the communit\'. Oiildren 
net‘d to be emcUionalK' read\- to wcuk pixiductiv el\ with 
other people. 

Health}' emotional de\elopment begins in the first 
three vears. 1 am worried by much of what I see w hen 1 
look at today's young children and tlieir parents — how 
little time they spend together, how little understanding 
pai'Mits and pciliev makers ha\ e of the importance of the 
earliest years. 

We have enough knowledge to start dicing better b\ 
our children, althougli in future vears we'll knc>w much 
more. F3y the time ytui interv iew me again — 15 vears 
from now’? — 1 hope that tliere will be a deveU^pmental 
specialist in every pediatric health care setting give 
parents the information and support thev ne<.‘d,aiul our 
country's children need. 



Head Start Opportunity 

The National Head Start Bureau is expanding its pool 
of professionals to serve as peer reviewers and/or on 
consultant panels, individuals who respond will auto- 
matically oe placed on a mailing list to receive 
announcements concerning the availability of funds. 
Interested people should send their name and mailing 
address to Ellsworth Associates; Inc.; Attn Head Start 
Reviewers and Consultants; N-A28; 8381 Old Court- 
house Road; Vienna; VA 22182; fax (703) 356- 
0472; E-mail cclark@acf.dhhs.gov. Applications may 
be submitted electronically by IBM-compatible PC 
users who indicate their preference for a 3 1 /2 or 5 
1 /4' disk. 



BEST COPY AVAILABLE 



10 



Zero to Three Au^ust/St'ptembor 1995 9 



Group Well-Child Care as a Method of 
Providing Developmental Guidance in Pediatric 
Care Settings 

Lucy M. Osborn, M.D., M.S.l’.ll. 

TrotcV'Or ot IVdiatritb and Assih lato \'ic o PR’sidont \ov } KmUIi Stioncos 
I 'niv ol Utah 1 U’alth Scioiuvb Center 



A maj(ir goal h'»r all those vvhe^ work with children is tc'i 
maintain or restore health, Unfc'irtunateh; in the first 
few crucial wars of life, the onlv contact the majeu itv of 
children loutinelv have with health professionals is 
through phvsicians' offices and medical clinics. 
Although the efficacy of what 1 term "office-based pre- 
\ ention" has been questioned, there is little doubt that 
wellness visits offer a unique opportunitv to pro\ ide 
developmental guidance for families. First, most fami- 
lies will see a physician, nurse practitioner, or phvsi- 
cian's assistant for several "check ups" in tbio first three 
\ ears of life. Second, when a family brings in a child hir 
a well visit, they are not stressed or concerned about a 
specific illness. They w'ill normally be very open to 
working in ci'incert with the health provider to examine 
the child's life, to determine the possible threats to o\ er- 
all health, and to coopera ti\'ely find solutions to prob- 
lems. 

Certainlv, the most critical issues are related to chil- 
drcMi's social en\dronment and their beha\'ior and de\ el- 
opment. It is unrealistic to expect that a health ca rt‘ 
provider can make a truly effective intervention in the 
Is or 20 minutes normally allotted for the routine well 
visit. During this short interval, the provider must 
de\ elop rapport with the family, give reassurance, iden- 
tic potential or current problems, teach, and identify 
obstacles to beha\'ioral changes.. .a formidable task. In 
this era of managed health care, in w'hich productiv ity 
of individual providers is generally measured in terms 
of numbers of patients seen, rather than long-term 
health outcomes, increasing the time spent per visit is 
not a feasible solution. 

Group well child care is one method for increasing 
contact time with families without loss of time to prac- 
tice. Rather than using the one-to-one format of a tradi- 
tional medical encounter, the prewider can schedule 
four to eight families at the same time. The first forty- 
five minutes to an hour (depending on the number of 
children in the group) is spent discussing health issue.s, 
normal development and behavior, social issues, and 
observing and evalua^^ing the child and family in the 
group setting. This is followeci by brief (five minute) 
physical examinations and administration of immu- 
nizations, Using the traditional format, the range of 
time required to complete individual visits would be 60- 



160 minutes; average time scheduled for the group is 00 
minutes. I usually schedule the* groups for late after- 
noe»n, so that working parents c«m attend. This seems to 
result in many more fathers attending the groups than 
individual wellness visits. 

Increased time available for patient education is e>ne 
obvious advantage of the group format. Our studies 
have indicated that more of the recommended content 
of well child visits is covered during the visits and that 
parents are more active participants in the group dis- 
cussions than they are during individual visits. The 
dynamics of the group add to the value of this mode of 
care. Parents of similarly aged children will have shared 
concerns and sense that they are generally supported by 
the other participants. Perhaps the greatest advantage of 
groups, howev'er, is the reassurance that parents feel 
iind an increase in their self-confidence regarding their 
ability to manage their children's care. Group partici- 
pants consistently comment that they enjoy observing 
the other children. They are uniformly relieved to learn 
that their child is not the only one with temper 
tantrums, or night awakening, and that other parents 
also feel stressed by the challenges of child -rearing. 

Group care offers advantages to the prox ider as well. 
One unique feature is the opportunity to observe both 
the children and the parents o\*er an extended period of 
time. An hour spent with six two-year-olds is an educa- 
tion in and of itself! As they play, the provider can see 
how each family copes with a range of beha vicars, from 
friendly social interactions to temper tantrums. It is also 
an opportunity to model parenting behaviors, as well as 
to provide immediate, non-judgmental feedback to par- 
ents. One frequently occurring example is watching one 
child poised to hit another, taking his hand before the 
blow, and saying, "1 can see that you are angry and want 
to hit Brian. That is not allowed. Why don't you tell him 
vou're mad instead?" Although this sounds like far too 
complicated an interaction for young children, their 
responses are amazingly varied and often surprisingly 
positive. 

Although 1 generally try to fed low the recommended 
guidelines (or the content of the visit, the majority of the 
time will be spent on social and behavioral issues. Over 
time, as the group becomes more cohesive, the topics 
become increasingly relevant and personal. An example 
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is tiUcvn-nuMith ^roup in which hitting, biting, niul 
\ iolcnt Ivliavic^r been mo n hi^l ti^pic. Ono ot tlio fr.'hors 
was a liugo, gontlo man whi^ practically lectured the 
group the e\ i!s of using physical pmyer to enforce 
rules ov ciMitn^l beha\ iors. A seccMid father, a refug»*e 
from X'ietnam, was conyinced that he needed t(^ leach 
his child ti^ "defend himself/' e\ en at this tender age. 
The child's mother became upset, and an argument 
ensued. After a few moments, 1 interrupted, a% ing that 
this seemed an issue that \v( shmild talk about sepa- 
ratel\- At that pi»int, ancUher parent exclaimed, "\\y 
didn't do that." She lcH>ked at the arguing parents and 
laughingly said, "1 am so glad \ou did this. We do it all 
the time at home — argue abtnit what io do — but we 
ne\ er di) it in public. So what shruild we do tri come to 
some a^;reement about hm\' tt^ handle their behayior? " 
I’he discussicMi that followed was both intense and, 
according ti> each i>f the families present, incredibK 
helpful and meaningful. 

The discussion of family issues and behav iors and 
deyelopment is intense because the problems are so 
immediate, understandable, and v isible to parents. Pre- 
vention and anticipatory guidance are tvve^ ccMitent areas 
that will not be spcmtaneouslv intrcxiuced bv^ the partic- 
ipants. It is important to keep track of the conversation 
and sometimes interrupt to assure that the essential top- 
ics, such as accident prevention, receive adequate atten- 
tion. 

Although the gnnip format offers many advantages, 
there are certainlv problems and obstacles to care that 
must be overcome. Space and scheduling can be chal- 
lenging. 1 ha e usuallv used a portion of the office wait- 
ing room. Be< ause the space is relatively small and must 
still be used bv mv partners' patients, I ask that parents 
not bring siblings tc> the group visit. I'his ncU only con- 
trols the number of children present, but also avoids the 
disruption and distraction that siblings introduce to the 
group process. 

Scheduling group visits requires a dedicated, patient 
receptionist. Prior to each group's visit, 1 will review the 
upcoming schedule with the receptionist and set a date 
fc>r the subst ^|t.cnt group visit. She is then able to fill out 
both app(untment and reminder cards prior to the 
patients' arrival. When parents sign in, they are asked to 
address the reminder cards, so that the address is cur- 
rent. These are then filed by date and sent to the fami- 
lies tw'o weeks before the scheduled group. If patients 
cannot attend the group visit, they are given an individ- 
ual appointment. These visits can be problematic fc^r 
families w'ho are accustomed to the group format. They 
will expect the same amount of discussion to occur dur- 
ing their 15-minute time slot! 

‘Phe nurse w'ho manages the group must also be com- 
mitted to the c^mcept, trained to expect all the families 
to arrive at once, and be able to cope with the large 
bursts of demands and activities that occur immediately 
before and after the group discussion. The first families 



w ill usually arrive pi ku* [o the appointment time. These 
children can be weighed and measured before the 
group starts. They are then put intc^ an examination 
HHun immediatt*I\' after the aMiclusion td tho diseus- 
si(Mi. While 1 examine these children, the nurse will 
Weigh and measure the others, then administer immu- 
ni/aticMis as the examinations aie completed. 

The grcuip formal is also not siMuething that every 
pnn ider can enjov. Om*'s tolerance fc^r chaos must be 
relatively high! Alscx the questions that are asked arr* 
i^ten quite challenging, and frequently nc^t easily 
answered. 1 he acceptability of [ho grmip process also 
seems to be dependent both upt'n the provider's style o\ 
interaction and the population oi patients seen. Cirmip 
visits are not for those whe^ are most comfortable w'ith 
information giving, rather than problem solving. Smue 
patients and providers preftT a moie expert or authori- 
tarian style than the grcuip preu'ess will allow. 

Although the barriers to changing the mode of care- 
giving can be large, the rewards can be equally great. 
The pressures create'd by managc‘d care are to increase 
prcxiuctiv'itv. Group care certainly cUfers cme methcul of 
meeting these c'hallenges through increasing the effi- 
cacy of care without losing the time that is so essential 
for patient education and developmental and behav- 
ioral counseling. As Dr. Lawrence N’a/arian stated 
regarding the need tc') address some cU the difficulties in 
providing effective wellness care, "In the meantime, we 
can keep enjoying healthy babies with wet grins and 
bright-eyed little kids and get paid tor it! Hardly anyone 
else is so privilegc'd." 
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Pediatric Pathways to Success: 

The Pozver of Pediatric Practice To 
Support Families 



Margot Kaplan-Sanoff, 1 (.i.l). 

BostiM! C ity I li»spita! 

Whei} I brou^^^ht mu hibu lo the petiialrii uni for the fir>{ 
time. I iTiN >i(inul. I duln'l kuoir ichelher I :ra> feeiiui;^ 
her lUiou^^h. if ii luil die r/w> Johi^ icti'- noniuil. I uvnicii 
tiboul the I'ldt for a foii\i time. I :eo}hiered U'hetlier the doc- 
tor u'oiild think I icn> n ^^Oihi nu^ther. 

It's not surprising that man\ new parents feel ihas wa\‘ 
about tlioir first visit to their pediatric primar\ care clin- 
ician with their tiny infant. As hospitals mo\’e towards 
increasingly earlier post-partum discharge, families 
bring their newborns home without the benefit of the 
teaching and support which they used to receive in the 
hospital. Often still exhausted from labor and deli\ erv, 
they discover that their sleepv one-day-old is becoming 
more alert and demanding; he's crying and difficult to 
console. This becomes the first challenge for all fan^ilies: 
learning to comfort and to understand their new' babv, 
to gain confidence as parents to care for their child. 

For the one in four babies born into an impoverished 
household, this challengt.' is compounded by limited 
resources and lack of access tc' ser\ ices (National Ccim- 
mission on Children, IWl). l.ack of mone\’ restricts a 
family's ability to afford adequate housing, healthy 
foi>d, formula and diapers, and to live in a safe neigh- 
bciriiood. Many fa nu lies are unaware of community pro- 
grams developed to provide help and family support. 
C)thers are reluctant to ask for help for fear t^f in\'ol\ e- 
ment w'ith child protection agencies. For these reasons, 
the pediatric primary tare clinician is often the onlv pro- 
fessional who sees these babies on a regular basis. 

Fhese initial primary care \’isits pro\ ide a window of 
opportunit) to establish a therapeutic relationship with 
the family and to help them access other needed ser- 
\ ices such as VVIC , maternal health care. Head Start for 
older siblings, and literacy and job trainii'ig opportuni- 
ties. These early visits also offer a special opportunity to 
connect the famih’ with the hi-alth care system, to estab- 
lish a trusting relationship w'itli their pediatric primary 
care clinician, and to understand the value of preventive 
health care for ihemseK’es and their children. 

At Bos* on Catv l lospital, we ha\'e developed an 
enhanced model of pediatric primary care w'hich uses 
this window' of opportunity to support infant develop- 
ment and to provide family support. Boston City Hos- 
pital (BCH) is a large municipal hospital serving an 
inner-city population. Of the o\ er 1700 babies delivered 



al BCH each \ ear, IS",. ha\e bec‘n prenatalK exposed to 
drugs, 4‘ o are dischaiged to honu*less shelters, 11".. are 
prematuie. .\ftei' deli\ei\, mothers are routineh dis- 
charged with multiple appointments for pediatric care, 
postpartum follow-up, W’lC, drug treatment and coun- 
seling. Not surprisingly, few families keep all ot thesi* 
appointments, which are often located in different parts 
cif tenvn, and use different staff members and different 
rules for scheduling visits al each site. Howexer, w'hat 
we ha\ e learned from other prtygrams, like the Women 
and Infants Clinic at BCH (Kaplan-Sanoff & Rice, 19S^2), 
is that women will inxariably take their newborns for 
pediatric care, at least for the first six months. Iliese 
mothers reported that takiirg their bab\- to their pedi- 
atric primary care clinician made them feel like "good 
■ parents"; going to a drug treatment (M* nu*ntal health 
facilitx’ did ncit enhance their feelings of being good par- 
ents. In this w'ay, the power of the pediatric visit is two 
fold: 1) it pren ides a window of opportunity to connect 
families to other needed serx ices and 2) it is non-stig- 
mati/ing, prox iding parents with the opportunity to be 
"good" parents. 

W'hen the doctor siiid that she had gained idmo<t a pound. I 
leas <0 proud. I thous^ht that nun/be I U'li^ doui^ <oniethiii^ 
ri^^ht. .\hi\/be I would be a ^^ood numi. 

All parents want to be go(id parents for their i?ifants. 
They look to their pediatric primar\ care clinician to tell 
them that they are doing a good job. When clinicians are 
aware of the normal anxieties ot parents and respond 
sensitixelx’ to parents' questioris arid underlying con- 
cei’ns, thex' can begin to form a powerful alliance with 
families around issues that impact the health and devel- 
opment tT their ycning children. But for the pediatric 
clinician, this responsibility presents a formidable chal- 
lenge. The clinician is expected to pro\ ide anticipatory 
guidance, perform developmental surveillance, recog- 
nize and address parental issues of depression, sub- 
stance abuse and domestic \ iolence, teach safety and 
injury prex ention, adx'ocate with the school sx'stem and 
other social service agencies, manage behavioral issues 
and immunize children — all within the context of a l.^- 
2(^ minute health supervision visit. Clearly then* is a 
limit to the clinician's ability to address such a daunting 
agenda (Zuckerman & Parker, 
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Pediatric Pathways to Success 

]o hv\p podicUric primary caix* clinicians meet tin* com- 
plex needs of infants and families, particularly those 
families liv ing in poverty, Boston C ity Hospital initiated 
an enhanced meLiical-educational model tc'H' deliveiing 
pediatric primarv caie. Pediatric Pathways to Success 
strives to maximize and expand the opportunities toi' 
providing child development information and parent 
suppoi t during the pediatric visit. The goals ot Pediati ic 
Pathwavs are: 1) to support child health and develop- 
ment, 2) U> suppt^rt iee!ing‘- ot confidence in paivnts, 
and 2) t(> support the clinical etfectiv'eness of the pedi- 
atiic practice to meet the needs of children and families, 
lo accomplish these goals. Pediatric Pathways created a 
multidisciplinarv team ot primary care clinicians, fam- 
ily adviKates, and early childlu'iod specialists who wt>rk 
directly with the family to ensure that, in addition tt> 
pediatric care, they receive the services they need, 1 hese 
may include WIC and APDC, health insurance/Medic- 
aid, information about food pantries, housing and 
empUn'ment, legal advocacy, drug treatment, smoking 
cessation programs, and maternal health care. 

IVdiatric Pathways also provides child dcv'clopmtMit 
information to families through anticipatory guidance, 
home visits, parent handouts, and developmental sur- 
veillance. All children have "developmental check-ups" 
at six-month intervals. Older siblings are also included 
in the program with attention paid to their social/emo- 
tional and educational needs through developmental 
screening, enrollment in Head Start, public school, spe- 
cial education services and summer camp. 



The role of the I'aniih/ Ailvocote^ 

Manv families stiuggling with issue's pen'crty are so 
ovc'rw'heime'ei with the* stress of daily living that they 
aie n(U abK* eenu e'lUiwU* on iheii chiki s developnu'n- 
lal needs. I he’V an* uHue'nu'd about llu* basics — toiKl, 

« K>thing ami slu'lle*r (hank et al., ). In oixler to 
addie'ss the'se basic' sur\ i\ al issues, families with a chiUi 
unde’i' six nu>nlhs o\ age* are met by a Palhwavs tamily 
adveK'ale when the\ ceune \ov their we*ll child visit. 1 he 
tamilv adveKate wenks as part oi the pediatric practice; 
she see's the tamilv during the well ebild visits and 
wen ks with ih^ primarv care’ clinician to assure that the 
needs o\ the tamilv are being met, especially in relation- 
ship [o the chiKi's growth a ui eievelopment. I'or some 
tamilie’s, the tamilv adveHale mav he'lp them applv lor 
Me’tiicaid e>r WIC benefits. 1 \h either families, she mav 
wmT with the substance' abuse/ mental health specialist 
te> lie'lp parents acce*sv eirug tre*atme*nt and e'hild care* oi 
[o e'nanirage tlu-m io atle'iui a twelve-step group. One'e* 
their basic neeels hav e hevn aeieiresscel (even it they can- 
not be completelv met), families te’iul to be more open to 
suggestions abe>ut their child s learning, temperament, 
behavioral stvle, aiui eie'v elopme'ntal neeels. Ihe* tamily 
advocate pnwides tamilv' suppe)it during the pediatric 
visit bv ena>uraging the parent to ask questions and 
raise concerns about the child. She listens carefully to 
parents, gives them developmental information about 
their child and provides handouts which highlight the 
milestones which me>st children will accomplish by the 
next visit and a list o\ culturally appropriate activities 
which parents can do with their children to help them 
meet those milesttvnes. 

Mi)st importantlv, because the family advxvcates are 
representative ot. the cultural, ethnic and racial back- 
grounds of the families served by BCi 1, they help bridge 
the gap between medical practice, social services, com- 
munity programs and familv' needs. Parents vvill often 
tell the family advocate about child-rearing practices 
which they think the primary care clinician would dis- 
approve of, like starting solids early by mixing cereal in 
the bottle, rhe family advocate explains the reason why 
the primary care clinician might not agree with the prac- 
tice, but she also supports the parents' need to have 
their parenting approaches heard aixi considered. She 
can discuss the cultural meaning of the parents' child- 
rearing practices with the clinician and educate the clin- 
ician aLx'iut other cultural practices related to child care. 
Pinally, she explores whether parents have enough 
money for additional formula which the child may 
need, and she helps parents adjust their child-rearing 
practices to meet the needs of their children, especially 
in the case of children whi^ are at risk for growth prob- 
lems. 

The primary care clinician and the family adv'ocate 
are the core of the Pathways team. Enrollment of fami- 
lies into Pathways was specifically designed for families 
with infants under six months of age. This allows time 
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Table 1 Pediatric Pathways to Success: Staffing patterns and responsibilities 



Team Member 
}>rim«ii V ( <ii(‘ ( lini( un 
l<imiK <uK()( j{(* 



(Ml K ( hildhood s}X‘( i<ilist 



Discipline 

|K‘di<Uri( un; j)(‘di<ilii( nurs(‘ piat titioiXM 

(ommuniK uorkt’r; uomumis a(K(K<it(.*; 
"f ommunitv mom" 



cMrIy int(MAc‘ntion spt^c i<ilist; ( liiid dc‘\'(‘l( 
s|X‘c Itdist; (Ml K ( liildliood (*du( ator 



Responsibilities 

( liild iKmIiIi \ ci(‘\ (‘iopmrnt 

lamiK su|)()ort. ( ummunily-l>as(‘d 
r(‘l('rrals, tollou-u[) .md ( asc* man- 
agc‘m(‘M( 

)mc‘nt (. hild cievdoj^nuMil intormation 
dc‘V(‘lo() mental ass(«ssm(‘nt 

• t'amily su))[)ort 

• siipf'rvision ot’ aduK 



allorn(‘\ 



sul)staiK(* al)us(‘ m(Mit<il h(‘<dlh 
spc‘( lalisi 



Luw(*r: Ir^al advot at(‘ 



i>sv( liiatric nurst*; sot iai worker; ps\'t holoolsi 



k'^al issLK's: ('li^ibilit\- lor \VI( , SSI, 
c*U ( ustody, immigration, parole 

maternal mental IxMlth assessnxMit 
substance abuse treatment 

• smoking c t'ssation 

• supervision of advocates 



for a relationship to de\ elop bet^veen the familv, elini- 
eian and family advocate during the early well child vis- 
its scheduled at 2 weeks, oik> month f('>r immunizations, 
2 , 4 and 6 months as determined by AAP guidelines. 

The power of this initial relationship allows the fam- 
ily advocate to introduce parents to the other members 
of the Pathways team such as the early childhood spe- 
cialist, the substance abuse/mcmtal health specialist and 
the attorney. Table 1 outlines the Pathways staff posi- 
ticMis and regies fc^r which each one is responsible, Fhe 
family advocate helps parents understand the roles 
played by each team member. She introduces the family 
to the early childhcKui specialist who performs the 
developmental checkup and then works with the familv 
and the early childhcn>d specialist to refer children to 
appropriate educational programs and support services 
as needed. If the family adveuMte has concerns about 
parent-child interaction, she will support the interven- 
tion work of the early childhood specialist through 
home visits and play sessions. Similarly, if the family 
advocate has concerns about the parents, she will con- 
sult with the substance abuse/mental health specialist 
on the team to help the family address their problems. 
She may also support families to enter drug treatment, 
to obtain restraining orders against abusive partners, to 
seek couiiseling and/or medication for depression, and 
to attend the weekly Narcotics Anonymous group for 
pregnant and parenting women sponsored by Path- 
ways, Mnally, she will work with the attorney affiliated 
with Pathways to help families with issues of custody, 
immigration, denial of benefits, etc. 

As the family adveuMte introduces the family to the 
rest of the Pathways team, she extends the power of the 
primary relationship which she has developed with the 



family to the other team member; she "blesses" the team 
members with the trust which she has established with 
the family. Families are more recepti\e to the child 
development information given by the early childhood 
specialist when they sense that "their" familv advocate 
trusts this professional. They are also more receptive to 
new informaticMi when they have experienced being 
heard and validated b\' their tamilv' ad\' 0 ('ate in their 
concerns about their child. Parents are often willing to 
try different child-rearing strategies when thev feel that 
they ha\e already been successful in parenting their 
babv. 

On those occasions when the familv advocate deter- 
mines that the family mav need to ha\ e "an authority 
figure" set limits on their behavior, she can use the earlv 
childhood specialist or the mental health specialist to 
reinforce her concerns. For example, one teenage 
mother with a language-delayed toddler and an irrita- 
ble young baby missed several well child appointments, 
even after the family advocate had called to remind her 
of the dates. When she showed up for a sick child visit 
several days later, the family advocate introduced her to 
the early childhood specialist, who was familiar with 
the case and was aware of the family advocate's frustra- 
tion with this young mother. Instead of being intro- 
duced to the mother by her first name, which is the com- 
mon practice, the early childhood specialist was intro- 
duced quite formally as "Dr, Jones". This was a clear 
signal between team members that the family advocate 
needed the early childhood specialist to set firm limits 
with the mother about her behavior and to explain the 
consequences of her behavior, both for her rather vul- 
nerable children and for her involvement with the child 
protection agency. This team approach allows the fam- 
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il\- tu1\-oCtUc to mtiintiiin her iilliiiiu'c with tin* Idmily as 
the* provider/' while using the authe^rity oi the 

earl\' childhood specialist as the "tough provider." In 
situations like this, ck^se ceMumunicatieMi with all team 
members, especialK’ the* primary care clinician, is e rucial 
to a\-oid splitting e^f pren iders by the family. 

Clinical super\ isie>n is therefore critical te^ the* suca*ss 
of Pathways. I'amiK’ adveu'ates meet we*eklv with the 
Clinical l,)ire*ctor and mental he*alth specialist te> discuss 
onge>ing e'ases, review stressful interactie>ns with either 
he*alth care* anei seK'ial se*r\ ice pre)\ iders whe> we>rk witli 
families, anei reflect eMi the challenges e^t we^rking w ith 
eiifficult families, l-stablishing be)imdanes between 
work anei ce>mmunit\‘ and a\e>iding burne>ut ha\ e alsei 
bee*n intense te>pics te>r super\'isi(m, since the aei\‘cK'ate*s 
li\ e in the same neigh benhe>e>eis as the families and fre- 
ejuentlv run into families in the cenrimunity e>n the* 
w’ei*ke*neis. Super visie>n helps the aeix eicates set limits em 
their work anei adjust their expe*ctatie>ns feir families. 
Harlv in the pre>je*ct krV example, e>ne aelx euMto casually 
referre'ei to an 11:30 PM call to her pager frc>m a parent 
whe> wanted te> talk abeVut his frustratiem with fineiing 
chilei care for his infant son. Through the supervise^ry 
pre)Ce*ss, the* ad\'e)cate e*xple)red different w'ays io be 
available te> parents during working he)urs and io set 
limits on parents' nee'd te) ce>ntact her in the late* en ening. 

The role of the early childhood 

The e*arlv chileihooei specialist usuallv meets the family 
at the first “developmental checkup," at the six month 
peeiiatric visit. The early chileihooei specialist conducts a 
brief developmental scre"*ening, observes the parent- 
child interactic>n, anei asks the parent(s) "how' things are 
going at home." Although the primal y purpose of the 
eievelopmental screen is to determine* if the child neeeis 
to be referred for e'arly :n ter vent icm or other service's, it 
is also use'ei as an opportunity to extend the* alliance 
betw'ee'n the family and the peeiiatric practice. As a 
member of the Pathways team, the early chileihooei spe- 
cialist reinforces how' well the* parents are eioing at sup- 
porting their child's eie*velopment, validates their con- 
cerns, and re-frames the baby's be'havior within the* con- 
text e')f normal chilei development. For example, parents 
are e)ften embarrasseei when their six-month-old puls 
every te'iy used during the screening in his mouth. This 
e')ffers a wonderful opportunity to talk about how most 
babie's mouth things te^ le'arn about the'm, to encourage 
parents io Mow the baby to explore new things, to dis- 
cuss parental anxie'ly about choking, to discuss safety 
precautions, and to ask parents w'hat they thought 
about their baby's behavior during the screening. 
Developmental checkups occur during the w'ell child 
visit, but it is the early childhood specialist who has the 
child development expertise and the time to spend with 
the family, allowing the pediatric clinician to attend to 
other patients. 

The early childhood specialist explains w’hy such 



seemingly unimpeu^tant tasks, like using a pincer grasp 
to pick up a cheerio, are important w'indtnvs intc^ the 
baby's development and learning. As one inother said, 
"when 1 realized that all the mess he was making wnth 
his f(H)d was really helping him to learn, 1 told my 
mother io sti^p worrying about the kitchen fkn^r. M\ 
bab\’ is learning." The parents are askc*d who the bab\ 
reminds them of and whether the infant's temperament 
and behavior were what they expected it to be. both 
questions alknv parents to discuss their hopes and 
dreams for their child as w'ell as to raise concerns which 
the\' might ha\ e about the baby's behavior. 

.At every developmental checkup and every well 
child visit from six n'lOnths on, each child is given a 
dev ek^pmen tally and culturally appre^priate b(U^k to 
keep thrcHigh the Reach kXit and Read I’roject (Nk*edl- 
man & Zuckerman, 1992). When parents see how 
delighted the baby is with the book, how she gums it 
and bangs it and then settles in to kx)k at the pictures, 
tliev' are excited to sec their child being "successful" at 
such an important task as learning to read. For parents 
struggling to ov'ercomo poverty, being successful in 
school is a powerful goal, one which speaks to the aspi- 
rations of all parents. It is a particularlv’ important goal 
to parents who want their children to move out o\ 
poverty into successful jobs and better neighborh(H>ds. 
By making explicit the connections between infant 
dev elopment and later schoed learning, the Pathways 
team seeks to mobilize parents to attend to their infant's 
learning and behavior. 

After a developmental checkup, parents (dten 
express their wish to tell their family advocate the 
results of their child's developmental screening; they 
want to share their pride in their child with her. This 
marks a significant step in the parent-provider relation- 
.ship, consolidating the alliance between the parent and 
the family advocate. It also allows the early childluH>d 
specialist and the family adv ocate to reinforce the pow- 
erful connection between the child's learning ana the 
parents' child -rearing approaches. Many parents are 
unwilling or unable to take credit for their child's 
accomplishments; they are afraid to assume such an 
intimate relationship with their infaiu due to previous 
kisses or their own childhood experiences. Pathways 
team members work hard to reinforce that what the par- 
ent does and how' a parent relates to their child makes a 
difference to how the child grows and learns. 

The benefits of pediatric pathways to 
infants, families and pediatric care 

Pediatric lAuhways to Success enrolled 184 children 
under six months of age during the first eighteen 
months of the project: 40% are African-American, 25% 
are Haitian, ]?>% are Latino, 53k are Asian and the rest 
(173)) are African, Caucasian, Caribbean and Cape 
Verdean. 
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Ififiwl liciilth 

0\ tlu' 184 childivn wht> wore initially ona^llod in IVdi- 
dtrio pdthwdvs, \ <^\v still cUii\ oly in\ (')K od in tlio pnv 

grdm. Ihirtivn poivont h<n o tidnst'orivd io other hxdi 
hedltli huilities. 1 he di’op-iuit rdtt‘ otter tht‘ first eiv;lv 
teei'i montlis is e\treniel\- low, ou\y 2.2“.., ttMnporcxi tt> 
oppawimotelv 45“-. fiM* the entire pediolrie well ehild 
proctiee ot I^i^stixi C ity Hi^spitol ond 12“.. notiiMiwide. 
l\ithwdvs otters o biixui solet\‘ net thot some new* por- 
ents need to mointoin their eiMnplionee with pediolrie 
well ehild t ore s isit^. It o PdthwcWs ehild dtX‘s ntU sh(U\ 
up for 0 seheduled oppoinlmc'nt, the fomilv cui\-oedte 
eolN ti^ find out if thc‘ porents need onv help getting tt^ 
the oppointment. Tor some porents stru^^ling with 
pmert\-, repeated v isits for well ehild core mov oppcMi* 
unneeessorx and m erlv hurdensiMiuv Vov othcM' parents, 
theie is a lan<;uage euitural hai rier toeontinuitv of eaic‘. 
C^ften, a eall from the familv advix'ate, who can speak to 
the familv in their primarv lan^ua^e, helps thc‘m feel 
more comfix'table with the health eare system and helps 
them to understand w'hy the babv needs to return for 
pediatrie eare even when she is not siek. 

\'ov stMue families, the abilitv to organize themselves 
and their ehildren to got t(^ the hospital bv bus and sub- 
wav ret^juires e\tra(^rdinarv measures. The familv advo- 
cate's goal is tti help families attend to their children's 
health eaie needs as their first priority. Nine Pathwav s 
families, with help from their familv advocate, chose to 
use mt^re ciMivenientlv' located neighborhood health 
facilities tor tlu'ir children. Finally, for families affected 
by substance abuse or domestic issues, personal encour- 
agement from the program through phone contact, let- 
ters, cards and/or home visits froivi the familv advocate 
can sinnetimes help a parent be more aware of the 
babv's health needs. 

Idghtv-eight percent of all Pediatrie Pathu'avs fami- 
lies are fully up-to-date in their immunizations, com- 
pared to only 4S^*.‘ v)f all Boston children \cho are fullv 
immunized bv age 2. None of the children hav'e abnor- 
mally high lead levels, nor have any been referred to 
the C.axnv Cimie tor failure-to-thrive. Because both lead 
poisoning and malnutrition in very young children can 
It'ad to developmental delay, reading problems, and 
behavioral disturbances, it is significant that Pathways 
children have been protected from these environmental 
risk factors which are often associated with poverty. 

A chart review of a random sample of 50 BCld pri- 
mary care patients under the age of 2 indicates 530 
emergency room visits, with an av'erage of 6.6 HR visits 
per patient. In contrast, a random sample of 120 Path- 
ways children under eighteen months of age had only 
177 emergency room visits, with 1.5 visits/ patient. In 
the same chart review, 32^’^ of BO 1 children under tw(^ 
had been hospitalized since birth (16 out of 50). Only 
two Pathways children were admitted to the hospital 
during the first eighteen months of the project. Caven 
the national agenda to reduce health care costs, it is 



impi\*ssi\ e that tin* Use o\ tin- emeigetuv room and Ik^s- 
pitalizatiiMis were sigmticantly reduced tor Pathways 
families. 

riWiihl support 

.Almt^st e'vei'v familv wht^ h.is Ix'en asked [xirlit ipati' 
in Pediatric Pathwavs has been willing te> enre>ll in the 
pre\gram. Se^me pixx'eed with caution based, in part, on 
their pruu' negative evperieiues with programs 
designed “te^ help." The feiknving vignette is tv pical of 
the evperieiues ei' many tamilies as thev develi^p rela- 
tiexiships with the Pathwavs tcMin. 

Ms. I )( )i( .IS \\,is ,i| )[)roa( hed h\ ,i I .imiK A<Ko( atr dm me he? 
lust lw()-\\(‘ck well e hild \ isti v.illi tlic ped taint mirsc prat It 
lionet. She was mili.ilK t tmt enied ahout enmllme [ireina- 
Uire d.iuehlei S.tia m iht* poieiam She was espet t.tlK t auhnus 
ahoul the role ol the I amtk \tloH ale. Was sht* a stu ul 
worker iroin tl'ie hospital .M". Doit as < oiitiinK'd to t‘\| ness 
t OIK et II ahout the I an II l\ \d\t u ate. hut six' agrc'ed to parlit 
ipate. At tix' one-nionth \ isit. she talked ahout lu'r oldt'i son. 
who wanted a joh tor t!x' summer, she was delighted wht'n 
Ann. the lamiK .\d\ot ate. < ailed het with mtoimation about 
lh(‘ SumnK‘1 >oiith jobs Urogram. Iwtt weeks Liter ,\\s. Dorta" 

( ailed .Ann. I fer wt'llaie t het k h.id not <i roved tind sIk* IkkI ik i 
milk Ol tliaptMS loi the hah\. Slie was t rying <ind d<‘[)iessed. 

•Ann «irrangt‘d to meet A\s I )oit as at tht' hospital to pit k tip 
e\tia diapers and loinujia. Ihe stit t (‘ssiul resolutit)!! ol that 
Id si 1 1 isis (juit kl\ hrtxight a sft ond tall to Ann. Ms. t )ort as 
admitlt'd that she was ha\ mg manlal dnfit tillit's and a[)[)t‘ared 
open to seeing a maniage t otm^elor. Sh(‘ told Ann. "(\ilhng 
\on. I lell like I had <i iiiend to talk tt)." At the two-month \isit. 
Ms. I )ort as im itt'd .Ann tt > the hah\ s t hi ist(*ning. Ann 
(let lint'd llx‘ in\ itation. hut sen.t a hahv hook from Uathw.us as 
a prestMil. 

(Ms. Oort as t ontiiHietl to hong Sata for lux wt‘ll t hild \ isits 
and the hah\ was giov a g well. .At si\ months sh<‘ p(‘ii()ini(‘d 
within noimal limits for het torit'tted agt'on the devcitipmen- 
tal St reen and mothei rt'ported few prohlems with htx tare. 
Soon after that visit, she tailed the lamiK Advot al(‘ again. She 
told Ann that lier oldtx son had movt'd m with his aunt. In 
lat t. tlx' son h«id tded ,i t omplainl with t hild [iiolet tion. sl.il' 
mg tlxit his motht'r was ignoring his n(‘t‘ds in favoi o! the new 
hahv. I fe tell neglet ted hv' his mother .md in t onllit t w ith his 
stepfath(‘r. who was Sar.Ps latht'r. Ikihy Sara was a t lx‘(‘r!til 
month old, smiling at (‘vtMvone and the dtdigiit of tht‘ boost'' 
hold, while th(‘ fiftet‘n-yt‘ar-old son was struggling with normal 
adok'st t'lK isstu's .ind fell al)andont‘d. Ann spoke with child 
prolt't lion on ht'half t>f Ms. Oort as and «irranged for fix' son to 
set' a counselor. She t ontiixied to support Ms. Dorcas' parc'nl- 
ing of llx' hahv. 

At oix' year, iht' baby was ohst'rvt'd by the c'arly t hilcihood 
spt't iaiisi to hav(' weak motor toix' in Ix'r lowtx ('xtrt'mitit's 
and, in ( onsultation with th(' primary ( art' t linit ian. a rt'ft'rral 
Wtis nxide tor ot t u[)ationtil iheiapv, whit h Ixis t ontiiuied 
through vvt't'klv honx' visits. Rcxently, Ms. Oort as t'\[)rc'sst'd 
intt'rest in rt'turning to work and w'as enthusiastit ahout 
t'nrollmg m the lamily I itc'racy IVogram at H( i I. Sht' is tx)W 
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\\cck!\ \*v itli .1 !ult)» tn ( nniplclt’ hiM CHI') \\ hilc S.n.i 
si.!\s wiih ,1 \oluni(*ct t hild ( arc* j)m\ idci in tlu* (>( f I lar^itK 
I il>r.itv Ann is lu'lpiin: \K. Dorr as lo( aU* (ju.dit\ ( liild tau* ii^ 
ilu* t omimimu so tliat slu- ( an bci’in to look ii»r a |ol) 

Manv ol tin* rides which the l’amil\- Ad\ocatL' 
assunu’d with Dorcas were not dire* tl\' related to 
the hah\ or her meiiical care, ^el the successtul resolu- 
tion ol' that first crisis iinoh ini; the bab\ 's immediate 
needs tor food and chaiimj; coin inced Ms. Dorcas that 
the l amilv .Ad\ ocat(* could he trusted \\ ith family busi- 
ness. 1 ter wiilingnes*. to discuss marital and tamilv dif- 
ticulties, her ability to tollovv throiu^h on difficult men- 
tal health referrals and her desire to acti\el\ use the 
resources ottered b\ the program speaks to the power of 
that first imerx ention basc*d on the babv's needs. Ms. 
Doll as brought her pn*mature bab\ to the pediatric 
practice for health care; she now uses Pediatric I\Uh- 
wa\s tor cb.ild dexelopment information, tamily sup- 
port, and job training. 

Lffcctivciicss of pciiiiitric praclicc 

I he pediatric primary care clinicians im oh ed with 
Pathways haye been uniformly entlvisiastic in their 
response to the program. As one clinician sacs, ''Noth- 
ing falls thriHJgh tlu‘ cracks anymore. I ha\'e more time 
to make relationships u ith families because 1 don't ha\ e 
to worry about all the needs of a family. If 1 spend time 
In the office listening to a mother's concerns about tlie 
domestic \ iolence which the children \*citness in the 
home, 1 know that the family advocate will follow-up 
with all the things I ha\ en't talked about — nutrition and 
ileyelopment. Pathways is a safety net for our patients". 

Discussions with parents about child safety, nutri- 
tion, and deyelopment are oflen put on hold in the face 
o\ an impending crisis, lor some families, especially 
those involved in ^.ubstance abuse or domestic violence, 
crises become a way of "organizing" their lives; the chil- 
i.lren get sick, i.mnsportation v ouchers get lost or stolen, 
they are evicted. It is hard to focus on child de\'elop- 
ment in the face of homelessness; however, the role ot 
Uu* Pathways team is to stay in close touch with the 
family, oversee the health and development e-f the child 
during the cri.sis, and to "be there" for the family during 
and after the crisis. The family advocate is often the 
provider who represents the pediatric practice for the 
family, ensuring the health and w'oll being of the chil- 
dren. Riding out a crisis with a family reinforces the 
therapeutic relationship and strengthens the bond 
between the pediatric pract.ee and the fa mil v. A Path- 
ways clinician explained the alliahce in ihis way: "It's 
nat about just giving tud a toy or^i book; its about let- 
ting families know that we care about them." 

d he Pathways team members ha . e le<irned quite a lot 
from the experience of working on a multidisciplinary 
team. Through joint well child visits with the family, 
pediatric primary care clinicians hear what the family 
advocates emphasize, how they respond to cultural 



issuer, hov\ tUey support a family'^ etforts i^r set limits 
on a family's beha\ ior. The family ad\ocates, in turn, 
learn bow to talk with a family about medical condi- 
tions, substance abuse, or domestic \ iolcncc and the 
effects on their children. I'amilies learn, that theii’ chil- 
dren's health is aftected In' adult hehav iiu', and they 
experience a new t\ pe o\ therapeutic relationship with 
the health care system. Tamilies learn which team mem- 
ber to call with their questiopi or concern and gain lon- 
lidence in their ahilit\ to access informatiiMi and help 
tor their childi'c’n. 

Conclusion 

.As a model of enhanced pediatric care. Pediatric Path- 
ways Uses the pediati'ic well child visit as a window of 
c»ppc>rtunity to adiii'i'ss critical issues which impact on 
child growth and d(.*\elopment. The kev component to 
the success ot Pathways is the lelationship which the 
family de\ elops with the primary care clinician and the 
family ad\ocate. C hild development information and 
family support can then be pmv ided within the context 
of those two relationships. Pediatric Pathways focuses 
on three simple*, vet key points. First, Pathways empha- 
sizes to parents, providers and the community thut the 
early childhood years from birth to three really matter. 
Using the Hrtnl principles (D^)2), we have nuU'^i- 
lized health, educational and community resources on 
behalf of \ erv' voupig children. Second, child health and 
development can best be promoted when families feel 
validated in their concerns about their caregiving 
responsibilities and supported in their desire to feel con- 
fident as parents, to feel like "good parents." Finally, 
Pathways has created a model of medical-educational 
collaboration which makes pediatric practice more 
effeetive in meeting the needs of young childien and 
families bv expanding the vision of pediatric caie from 
one which focuses exclusively on health to one which 
provides child development information and family 
support within the context of the child's pediatric care. 
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The Soho Parenting Center: 

A model for the integration of a parenting service into a 
pediatric practice 



Lisa Spiegel, M.A .jnd Jean Kunhardt, M.A. 

Soho I'aivntiii}’ C’ontor, \t*u Nork L itv 

Now paivnthiHKi is a draniatiL lito ohango. I'ho intonMl\ 
of kvlings auiplod \\ ith the c^fton challenging nature ot 
caring ten* a new baby can humble even the most ccmfi- 
dent and competent ,idults. I')uring these earlv months, 
manv parents become attached tc^ and dependent upon 
their babv's peLiiatrician. After parents w atch him or her 
gi\’e the first exam, CL^Uidentlv springing the baby's 
wiry logs and checking the tiny heartbeat, this dcK'tor 
fast becomes a central and critical new’ figure in a fam- 
ily's life. The pediatric visits of earlv infanev, though fre- 
quent, are typicallv not frequent encnigh to satisfy the 
needs of new parents. As they become immersed in the 
wonder, excitement, fear, and confusion of their new 
responsibility, parents cTten experience new levels of 
neediness: the need for information, confirmaticMi of 
their observations and instincts, and a receptive ear to 
hear their concerns and questions. 

Drs. Marie Keith and Robert Coffev of The Soho Pedi- 
atric Group in New York City recogni/.e and normalize 
this developmental crisis in fa mil v life bv including a 
parenting center in their pediatric practice. The t^oho Par- 
enting Center, c(^-directed and founded bv Jean Kun- 
hardt, M.A., and I.isa Spiegel, M.A., ciffers a range of 
parenting and psvchok^gical serv ices to families at the 
Soho Pediatric Group. Thev hav'e taken this service from 
its infancy to a popular parenting center that is fullv 
integrated into this large pediatric practice. The integra- 
tion of The Soho Parenting Center into a primarv care set- 
ting is the reali/atiiMj of a dream that Spiegel and Kun- 
hardt began to formulate eight years ago. This article 
traces the Center's development and uses case material 
io illustrate the importance of combining pediatric med- 
icine with psychok^gieal services. This progressive 
approach more fully supports the normal developmen- 
tal process of family life and helps to effect! velv track 
and treat families in need of therapeutic intervention. 

A "tour" through the Soho Pediatric Croup/Soho Par- 
enting Cnitcr helps t(^ give a sense of the on-site nature 



WiU\ Kunharilt and I .is.i Spirj;t‘l an* i o aulliors of tlu* (oi Ihromin^ 
hook, Ctn tv of Mothers, to Ik* puhlishwi by Avon I’rrss in Spring. 
hNh. Hh* book chroniclos oiu* of S<^ho I’arontinj; C'onti*r's oi^lil-\vi*i*k 
niothor infant groups. It dolvi*s into important issues of mlant dt*u*l 
opmont as Will as mothers' i*motional responses to beeoming a par 
ent. 



o' tliese joined services, kkie enters a large w aiting rmun 
filled with tens and a wealth of parenting magazines 
and resources. I'renn here, iMie denu- lead^ te^ I he Soho 
Paretiting CetiteCs main roeun. Tlu’ walk aix* covered 
with children's art and photo collages recording eight 
vears cif mcither-intant groups, k'fn anv weekdav meu n- 
ing one can watch a group of toddlers placing with their 
teachers at the water table, or hearing a stcMV, tu danc- 
ing with scarves while their meUhers sit in a circle e^f 
chairs across the room. The w’omen are engaged in dis- 
cussion about some aspect of parenthood, led bv cMie c^f 
the counselors. The topic mav bo limit setting, c^r 
changes in their marriages, or the mechanics and emo- 
ticmal impact cT toilet training. The discussions are inti- 
mate and intense and often peppered with laughter and 
tears. There is an easy workable flow betw een the chil- 
dren's plav area and the circle of mothers. 

Next comes a smaller consultation rcnim: here a 
wciman is engaged in individual psvchotherapv. 
Although her baby was gaining adequate weight, she 
was experiencing pervasive anxiety abemt her abilitv ti^ 
nurture her. Her babv^'s pediatrician recommended a 
consultation with cme of the parenting specialists. 
Through exploration of her anxietv she soon realized 
that her presen-dav worries had their roots in her own 
childhood. Once treatment was underway she 
expressed great relief at the easing c^f tension with her 
babv'. 

Down ancUher ccM ridor there are five medical exam 
rooms, a nurses' station, a hearing and v’isicMi rex'^m, a 
ccxiferena* area, and the doctors' office area. Amcxig the 
bustling activ’ity there is a relaxed and familial quality 
between the medical staff and the families thev treat. 

At the end of this hall of examining rooms is one last 
consultaticm roc>m. It is big enough for a plav sessicMi or 
a family consultation. Here another counselor is meet- 
ing with a couple embroiled in conflict over their baby's 
erratic sleep patterns. The mother canned bear to let the 
baby cry, but the father is demanding that they regulate 
the baby's sK‘ep. Their disagreement has uncovered 
some longstanding marital discord that needs some 
immediate attention before the counselor can help tht m 
come up with a workable sleep plan. 

This present-day scenario illustrates how two differ- 
ent disciplines can work togcthei Vo provide compre- 
hensive care for familic.* wnth young children. Spiegel 
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ciiui Kiinhcirdt's odrly oxpcMicMuvs on staff at Hollovuc’ 
Hospital in Now ^b^^ City holpod to pro\ ido tlio foun- 
dation for tho idea behind this parenting center. Lisa 
Spiegel has a Masters degree in developmental psychol- 
ogy from C'olumbia University. Site began her experi- 
ence at belle\ ue Hccspital in 1982 as a children's a>im- 
selor in the Adolescent Mothc*rs Cioup in the Depart- 
ment of Child and Adolescent Psychiatry. In 19Ss 
Spiegel also began working in the Child Life Depart- 
ment in Outpatient Pediatrics, running a developmental 
screening program in the hallway of the clinic. This play 
program was set up on mats w ith tovs for children ages 
birth through three years. Their miUhers sat in chairs 
around the perimeter of these mats while waiting fcM* 
their child's pediatric appointments. The aim of this 
program was to provide information and guidance for 
parents while informallv assessing their child's de\el- 
i>pment. The pediatrician was then easily contacted if 
there was sc^me concern abiHit the child or parent's 
functii>ning. 

At the same time, Jean Kunhardt was running a sim-’ 
ilar program in the playroom of the clinic for children 
ages three to seven. Kunhardt received her Master's 
degree in Special Education from Bank Street College. 
She had been a second and third grade teacher at a pri- 
\ate elementary school and taught emotionally dis- 
turbed and developmentally delayed children. With a 
solid foundation in both normal and abnormal child 
development she joined Bellevue's Child Life team in 
1984. There, along with the play screening program, she' 
a>ordinated the family counseling component of the sex 
abuse clinic. 

Kunhardt and Spiegel also worked in the Adolescent 
Parenting Program, which combined a parenting group 
with pediatric and gynecological care. They prox'ided 
pla\- therapy and counseling for families struggling 
with the debilitating effects of AIDS, homelessness, 
abuse and neglect. They received clinical supervision 
and training from experts in the fields of psychiatry, 
clinical psychology and social work. 'This training 
ser\'ed as a model for the collaboration between psy- 
chok^gical and medical ser\'ices. 

In 1987, both Kunhardt and Spiegel left Bellevue, 
began their own families and pi rsonally experienced 
the un match able and life- transforming nature of 
becoming a parent. Although their professional experi- 
ences and graduate work laid the foundation for their 
ideas about parenting and psychological development, 
it was really more their own experience of being moth- 
ers together that inspired the creation of ParenTalk, 
their early parenting program. 

With babies in tow, and masking tape on their stroller 
handles they posted handmade flyers on Broadway 
advertising their first Mother-Infant C'.nujp. Eight moth- 
ers and their babies gathered weekly for two months in 
Spiegel's living room to discuss their baby's develop- 
ment as well as their own emotional respt>nse to becom- 
ing mothers. The women needed to talk about the dra- 



matic changes in their li\es, their ideas alxuit work, 
about marriage, sexualitx and friendship as well as the 
intricate details of their bain 's sleep, eating and need 
for comfort and plav. 

Hav ing heard thrmigh a mutual aVileague at Belle- 
vue that Drs. Ki^bert Ci4fev and Marie Keith were inter- 
ested in pren iding parenting services to their patients, 
Spiegel and Kunhardt appixvuhed them with the idc*a 
of working together. Dr. Keith had also trained at Belle- 
vue 1 hospital and both doctius recogni/.ed the pi>tential 
benelit t(^ integrating medical and psychost>cial ser- 
vices. With a mutual IcMig-range \ isiiMi in mind, the first 
McUher-lnfant Caoups were begun in a space adjacent io 
the doctors" medical offices. 

Keith and Coffey encmiraged mothers ti^ join 
Mother-Infant Croups and also began referring families 
for individual consultation when behavioral and par- 
enting concerns required more in-depth attention. 
Because the therapists were on-site these gentle referrals 
became a more effectiv e method td intervening when a 
familv was experiencing difficulty. 

rents responded with enthusiasm to the docti^rs for 
their leferral to ParenTalk. Dr. Keith remembers; 
r.inh/ in the coin >e of our lollahorntuni. irhcn our putn'tit> 
cho^c to joi)i iWothcr-hifiwt Groups, it hcciUfic ohriou< thiit 
the he}iefit> to the }}jother> \rere >i^}iifie(Wt. Tluy deveiopeii 
u yh'cinl kind of aelf-eonfideiiee about providini^ lovin^i care 
a< Toeii appropriate limits. Not only did our j)atient< 

derive e}ior}}iou> a>>i>tanee from thi> proj^ram, but weieere 
aho aided. VVe hutl a marked decrease in teleplume eo)i>ult> 
and time >pe)}t with patient< over i<^ue> that Kiudiardt and 
^puyel eould handle with expertise. 

The service quickly grew, adding a McUher- loddler 
program, groups for second-time mothers, evening 
groups for working parents, and an ongoing therapy 
group for mothers. The service also offered indi\ idual 
parent counseling, play therapy, long-term psychother- 
apv and marital counseling. In 1992, another therapist, 
Barbara Melson, M.S. ADTK, joined the practice. 0\'er 
time Spiegel, Kunhardt, and Melson have beci>me a 
trusted resource that families turn to for developmental 
guidance, support and therapeutic intervention. 

The pediatricians report that parents are more likely 
to request and follow through when that therapeutic 
support comes from someone the parent has had con- 
tact with since the birth of the baby. 

A family who comes for assistance with their five- 
month-old's sleep problem comes for help when their 
child resists toilet training at age three. A couple who 
has been in a New Parents Group calls one year later 
when they are experiencing marital conflict over chil- 
drearing issues. A one time member of a Mother-Infant 
Group schedules a consultation three years later, wor- 
ried that her child is not developing language appropri- 
ately. Dr. CxTfcy comments: 

The availability of i}idividual ca//HSc//H^\> around t^pecifie 
pare)itin^ problems has allowed us to provide carh/ interinm- 
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tion hiv ht'fotv Hint prohlnti'- hcu^nu' i'n>r> ^nuc if 

}'> proritini it Ui*i uirn/ the ^^th>i}}hi tlitit -^onie 

lhitinit'> nun/ iittiuh to ’p'-yeholo^hni ’ or ' ntiotiotuir' /.//// 
ilu inohloni'^ Ihoouiiih: thc'-o <crrhv< i> on i^hii iioknotol 
oii;-*niont tliiit oil fiwiiho o'lll '-tth^^^io ,it tnuO'- tWti fliiit 
minit fnnii ,t tni'^toJ inofO'^niniol eon otiru h iind nnjhhrof 
/>^/^(*///‘^. 

In Drs. C'ottfN niul kcitli alon^^ with kunhnrdt 

ntul to m('iv (ull\- inti^^iMto thoir two s(.t- 

\ itvs. ['.«uli ttimiK’ iisinj.; tho Solio Todintric Cimup 
would now ho cntitlod to o p.nont oounsoling otimpo- 
nont duri.^i; ihoir ohildS first yvor oaro. An oi^ht- 
wcok Molhor-lntant Ciroup, a \t‘w I’aronts Catnip tu* 
tlirof indi\ idual pai\*iit otuinst'lini; st'ssitins v.n p- ivn\ to 
bo an intot;ral part o\ ro^ular podiatii': varo. In tin* sanu‘ 

\ o<n. I lu‘ Soho I\‘diatrio C In Hip and Paron lalk nn>\ otl tt> 
<1 nt‘w ‘soho lott whioh oould houst' botli pr«n lioos. !o 
rofUvt tin- oxpai'ision tU sor\ it\‘s as woll as tin’ oltisor 
attiliatitm witl^ tlio doettns, r.iron lalk w'as ronamotl I’ho 
Hoi 10 rorentine^ Center. 

1 ho folknvin^ twt) oaso roports illustrato tho powor 
aiul oftootivoin’Ss of this prov;rossi\'o approach to pt’di- 
at l ie ca ro. 

Su/. inn. ill and 1 h‘i tnishainl Idi. hi(uii;hl ilion son I /la. to ilio 
Siilio rc(lia‘ri( C itotip loi his met Ik a I t .irt‘ and so w(‘ie (‘nlitled 
to a ( tuiK e ol paioni t uiinst'hni; options. Ihe K's opted lot iIk‘ 
indi\ idual 1 1 Hinsflint; sessu ms and < a me lo^et her 1< >i «i t ons^il- 
lation when I /ra \\«is i montlis old. Thoti^h the\ st.iled to 
Spun^’l that lhe\ u. ink'd sonu‘ j^uid.int e tihoul I /1,1s e.itin^. it 
hc( anie t leai in iht‘ iiisi lew minutes oi tht‘ meeting th.it 
Sii/ann.ih was aiki.iled and wonu'd ahoul more llnin leedm'4 
her hah\. 

W hile jell held I /la .ind iO( kt'd him. Su/ann,ih ht'kan to 
( oniide dial sIk‘ was ha\ inj^ «i ditiu till ad justmtmt t( > mothtM - 
hood, I /ra w.is oiten ( rank\ .md dem.indiiik .ind sht‘ felt .inki\ 
at him nnu h oi Ihe lime As Spu^^el .isked ([tieslions to rotind 
out (he pit lure Su/.innati re\e.ded ,1 well of self-dotiht .ihoui 
her ahihties .is a mothei With her husband's ur^in^; .ind sup 
port she told .ihtuil ht‘r own mothei's histor\ tif ment.il illness 
and her worr\ (hat sht' loo was "t ia/\ ' .ind would dam.i^e 
I /ra She e\periein(‘d persisttMii woir\ that I / ra wotild "not 
Ml. ike it. " " he a lostm" A broader lamiK history »ilso unto\eied 
an tint le who suiit'retl irom maim (lepiessi\e disorder .ind 
who ne\er w.is able to lt‘a\e home .ind estaiilish a life on his 
ow n. 

Su/.mn.ih emeij>cd trom Inn dittit till ti[)hiin^ing a sensiti\(‘. 
\et hi^liK vtilner<ihle person who ptMiodit ,ilK* stiftint'd from 
.in\i(‘iv and depression. Sht‘ had ^one into motherinj.^ feeling 
ih.il nurturing <i bah\ wotild somehow tiee hei frtim this p.ist 
and insitMtl loiind herst'lt inextiit ahl\- bound to it. lelt was able 
It) in|et t some veiv pt)silive pr.iises of his w'lte's .ihility to t aie 
lor and ntirturt* I /la «ind .ittest to her tonnet tion tt) him. It 
seemed lli.ii Su/.iiinah's nev;ati\(' self im<i}»e .ind wofiK’s about 
I /ra telt oveiwhelmmi; htit in l.u t ditl not tt)t.dl\ keep hei trom 
beinj> .u.iilahle to her b.ibv. 

Spiej*el twplored Itiilher .md fount! th.it Su/ann.ih h.id been 
in titMtment lor stweral veais in her mid .M)'s htit had dist on- 



tiiiued tlieiapv v\beii she met .md tiiamed |eii. Mibou'.'Ji slie i- 
an insiohitui .ind iniiospet ti\e prison slv expressed siioiva 
I esisiani e to an\ luithei indi\ idual ps\t hotherap\ .11 this imie 
Ihe idea ol ( ontmuiiik to work in lliis lomial with hei liusb.iinl 

.Mid b.ib\ s(>eme<i less tlue.ilco h ) hei. Spie^'et olii-n-d In 
i oillinue seeing; ihe l.rllliiv t» k si »nii ‘ » on 1 isei au’ sessions \\ 'tli 
tile i h >pe I )l uel.MU’.ii! It; s( m le « a thesr ‘ de< ‘p .I'lr 1 r « il 1 ip! n .itr -i i 
issur 's 

I loni I /ra s ihiid lo sixili m.miti ihe lamiK r anu' to werkK 
( otinsel II It* sessK »!is and exj 1 h in -r I hr it li the ps\ ( lioloi;i( a I issues 
laist-d in the lest meelm;.; as Aeil as I /la s r'.itiiii; sleep aiii! 
Uiowmt; attar hmenl to both p.Ments, jell K’tt iejie\(‘d Ih.U 
Su/unnah was jess woiiu'd less .ine,i\ and nioie < otiiuh-!>: m 
h(‘r motheiiiva Sti/annah ton set'iiied to be ulliiit; in lo*.»- wilh 
lu'i b.ib\ III ni'W wa\ but stui sei-nied tiniesoi\ed ami 
.ibout hei own < hildhoiid iss.;;-s the MmiK as .1 wlu.^e w iv 
dom^ well and wlvn ! /u kiuH'tj six months the R s der aj.-d in 
(‘M(l then shoi! U‘Uii i <urnseltn^ Knowing th.it l!u-\ < ouhi 
lettirn .il .m\ timt' 

W hen 1 /t.i tunicd .1 \ear anti issues ol .mtononv. and iimil 
st'ttiiya rose to the toU'. Sti/aimah ( ailed .i^ain .mil letpiesied 
membeisbi[) m the Moihi '(■ h aldha Rroiamm letl b\ kunhatdl. 
She ho[)(‘d to [)m\ ide I /i.i w ith a peei .uitmp «is well as a 'e*;u- 
l<ir lortim loi hei to dist uss parenting issues. \\ h.it bei ,ime 
int reasm^K ( le.ir as the eroup proi^U'Ssetl w.is tht' disi lepaiii \ 
between Su/.,nnahs intern. il sense ot herselt as ,1 moihei md 
how she in lat I related w ith I /r.i \\ bile .it the t^ioup. ilmHmh- 
out the sessions Sti/ann.ib showrul sensitivit\ towaitk .inti 
enjo\ment ot her son. who is an en^.i^ing l)o\. full ot hie .md 
humor. W'ltl'iin the t onliwt i h th(’ ^roup. she ( ould Mke pude 
in ills obvious intellii.‘(Mii e .md sn^ iahilit\. 

Theie is .1 siartlink i onnasi howt‘\er. iK'tuei'ii this pi. ruie 
01 .in iinoKcd and ( arint; niothe*' and Su/ann<tbs dest npkon 
ni their inter, utions at home. Iheux she reports U‘elin|^ uiiduK 
h.iish and \ (‘rh.ilK punitw (- with I /r.i. She dc’si iibes lieiseSt .is 
teiis(‘ and ohs(‘ssi\(‘ m her net'd lor ord(‘r ,ind i leanliiK'ss ni 
hc’r hom(‘ .md tiiids heiseli oiten lescMitlul 01 I /i.i's .i^e-appm 
priate explor.itoiA messnu'ss. Ihere is a j)r(‘ssurt‘d leel to the 
w.iv she ,ippio,i( h(‘s hei role as motluH a lat k ot leLixed. 
spoilt, ineotis or muttulK satisw uii; pl,i\'. Despite Ikm oIimmus 
( levtititm to him. Su/aiin.ih is sadK hlotketl trom lulK (‘M|o\ 
mg the expeiiem t' ot mothei ing 

Ihere ,irt‘ se\er.il .iie.is m wlmli tlie group h, is been imine- 
di.itely helptui to Sti/.mnab. Seeing how the other motlieis bal- 
.mt e their ow n needs w ith tin ise ot their t hi It Iren h,is l)een 
tme t)f them. She t ompl. lined of tet'lmg overw helmt'd ,iiul in 
net'd of time .iw.u trom I /r.i. She and left had tht‘ tinant lal 
restitutes to get .iddition,il b.ib\sittmg lit‘ip anti lelt ent oui- 
.iged this vet: Su/annah look \t*r\ little time awa\ from hm 
mothering responsibilitit's. I’eih.ijis l(‘,iring that I /r.i w'oultl 
experienti’ the same depri\,itit)n that sin* did as a t hild, 
Su/.inn<ih ignort’d her oW'ii needs for a break from him. Su/.m 
nah's re.it litm tt) her t)wn unresolved histtiry was making her 
hi inti to hei ow n nt'etls .mi I bent e ,u tuali/ing W'hat sht* w,is 
(rying to <ivoid .m emotion, d un.iv,ii!ahility to I /ra. Ihe t>thei 
grt)up memht'rs have lieen exlrt*mely helpful to Su/annah in 
this reg.ird. I heir attempts tti undei .t,md w'hv ''he is so retiteiil 
to le,ive h(‘r son h,i\'e en.ihled her to iUCt‘[)t their entoui,igt‘- 
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mcnl l() more t hil(!( .11 c ! hi^ in turn li.is hi'lpcd ■‘•’t in iccl 
mcnc [)()stti\ (*l\ tow.iuK I /r,i. 

I tmit-s(‘ttin^ IS <inothrt diitic ull tor Su/.iim.ili. Sin- 

.(Iocs not liust her own .il)iht\ to rt'spoiul .i[)[)ro|>n.iIcl\ wlicn 
sh(‘ is nni;ciccl h\ I /\,\\ l)clia\ ior. SIk‘ ott(*n k'ts liis noim.il 
t(‘slin^ and somewhat [aovoc «niv(' hcha\ ior I'o uik hcc ked past 
tlic point wIkmc he ( <in c ontiol liims(‘lt. Without the limits he 
needs. | /la keeps pushiiu; to s('e what will happc'n. Xiter pio- 
lon'^ed peiiods oi noiuommitt.il att(*mpts at \(‘rl)a! leasomnu 
with him Su/<inn.i{i heconies e\<ispt*rat('d. and this is the point 
.it whi( h siu‘ r('ports"|osin^ h(‘r ( ool." It has Ihhmi helpui! to 
.inaK /(‘ w itli ^u/.inn.ih how ht‘r r(Mi( (‘nc(' to st(‘p in w ith ( le.ir 
tujundaries e.iii\ on < ,in at tiiallv t'stalate and (*\ai (‘ih.ite the 
whol(‘ incidtmt. Ihrou^h disc ussion, modeling and pra( tu e 
Su/.innah h.is bet onu* moK‘ comfortable' in her role ,is dis( i- 
plinari.in. 

The most lu'lpful «isp(‘( t of this group tor Su/ann.ih h.is 
been the o[)f)oitunit\ to share' W'ith othc'rs that part ot lu'iseh 
whu h sh(‘ le(‘ls most uiliu'rable .ibout. Tin' otlu'r nu'mlu'rs of 
the group ha\'c‘ givc'n h<*i a < onsist<*nt, rt'alistic view of I /ra 
th-it hc'lps to (ountt'r her s(‘I(-a< know'k'dgc'd unrt'alisti( worr\- 
that sonu’thing is wrong witfi him. I)(‘s[iit(* th<' lu'iu'fits of this 
group tor Su/<inriah, sh(‘ ( ontmuc'd to show c'videiu (‘ ot 
extreme' fragility lh<' slightt'st innuc'ndo of c ritic ism from 
anothr'r motfier in iIk' group or out in the' w'orld would send 
fu'r into periods of angc'r and ('ventual sc'lf-halrc'd. During sik h 



.1 pt'i iod. ku/.inn.ih .ind Kunh.irdt spoke .md .igit'ed th.it i! 
would be helplul to meet indi\ idu.ilK. With s.idness but new 
uiul(*ist. Hiding. Su/.iniuih .uknowk'dged that her anxieix was 
not f),irti< ul.ii to .in\ one st.ige ot 1 /ra.'s dexelopnu'nt but 
r.ithc'r w.is something inside of her .ind was seiiousK limitmg 
her c.ip.u it\ to en|o\ her son. Although still tnghlened, she 
w.is now le.uK- t( » ac c ept .1 relerial for tiK'i.ipx. A (let ision w.is 
m.ide to refei her to .in .maUticalK onentc'd ps\( hutrist who 
also speci.ili/ed in ps\c hofih.irmat olog\. This would .illow t« >* 

.1 ( omprehensixt* exalu.ition .md the possibilitx of .intidepres 
sant medi( .ition it lU't'ded. ( ur renllx' she t ontiiuic's m the lod- 
dl(*r group .md h.is b(*)>un her tr(*atmc*nt 

li xx'.is c k'ai from tin* moment Su/ann.ib ‘ind her t.imilx 
entered tlu'ir tirst ( onsultation th.it lu*( oming a mollu'r xxas 
ri'igniting old and painful issue's kir h(*r. Thc' conflict .md d.im- 
aging c'ffects of groxxing up in <\ f.imilx xvith ,1 moihc'r suttering 
tiom mc'ntal ilinc'ss, c .ime up xvith lore c* one e she* xxas .1 
nu'ther lix'rsc'lf. 

The range of clinical interventions that are possible 
at The Soho Parenting Center allowed a gentle path- 
way for Suzannah tci receix'e suppc'irt and guidance, 

C aiing at her own pace, giving her what she was rc\idv 
for and accepting her need to step in and out ot the 
therapeutic prcKess were all necessary prerequisites to 
gaining Su/annah's trust and her eventual referral for 
therapy. 
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|rsN(‘ ,1 I >loiui j. I)lu(‘-c\ c(l liturn-m<)nilv< )l(l. wjs.i 
pjhrni jl th<‘ Soho |)c(li,iiru ^loup sim <• his hirlh in I lis 

molhcf I nul\ wns .1 sciKiti\(’ and rcscr\c(l womaii. al\\a\s 
\n\ aMcniuc to jnssc's ( arc and growth. At his tit’tccn ni<)nth 
( Ik'< k up. I mil\ mentioned a dt'siie loi jessc to sot lali/e wilh 
iWhci ( hiidieii his I lis pediatrit i«in Hr. Koheit ( otte\, su^ 
•.Rested that slu‘ and )esse join the Mother- loddlei (^tn-iam that 
l\iren!alk ottered at the prat tit e. Jesst» would l)e ahk* to pla\ 
with olhei ( hildrt‘n his ai’c* in thc‘ pla\ program, and I md\ 

( oiild nieel with other mothers anti ^el dt*\elopmentai mtoi- 
mation trom the p<iient < ounselor 1 miK tind lesse did indeed 
jo'ii tile W)tht*r Toddler Program. This woLild l)e<^in a lon^ <mfl 
esscnii.il tlieiapeulK expiMieiK e tor this tatiiik. 

Icnsc's enti\ into the todtiler (irogiam was dillit u!l I le 
seemed iiai^ile aiid stniu'wliat lost in this exLiheiant uioup ot 
i.^irls ,md ho\ s who iani;ed in troni 1 2 to 2 1 n ondis. | |e 
had no e\pressi\t’ lancuav’tx made* little t ont.u t with toddler 
ti\i( hers, and sta\etl ( lt>st> by his mother duriiv^ most ol tht* 
he\;innin^ wt*eks in tiu* group. Thc*rc* was .i ritLiali/ed (|ualit\ to 
his mov(*mt*nts, his e\<* ttrntact was niinimak anti there w,is a 
taMwa\ teelmg to his d<‘nicMnor. Tht're was immediate toiHc*rn 
ahtuit jesses d(*velt)pmc*nt. 

Tht* (list ussion group and pkiy progr.ini tak(* pku e in one 
loom so that c hildren <ire trc*e to move hack and torth helwet*!! 
then nioth(*rs tUid the toddl(‘r toadu'rs. Tor jessc* and 1 iniK. 
e\en this mild separation wms prohlematie. Both wen* unahh* 
to tulK c*ng<igc* in the pnigmm and seemed agitated. In this 
paitit ular progr^im Kunhardt led the clistussion and Sptegc‘1 
< ot)idinatecl the todcllc*r program. Spic*gc*l bec ame* jt*sst‘'s clc*sig- 
nated ”spt*t i<d perst)n. " a tec hnicjue us(.‘ti in the* Bel{c‘\u(‘ \urs- 
t‘i\ tt) help ( hildren who art* ha\ing clittic ulty sepataiing. She 
toiuentrated on huildiiiv; a tonnc*ction w ith jt*ssc* in a non- 
inltLisi\t* mtmnc*r Ihis seemt*tl to hc*lp jt*sse mo\e into the pla\ 
piogram tor short <uiiounts t)t time. 

Atter the first eight week group c*ndc*(k tmily cl(*( tdc*d to 
( ontinue in the next session. It hecame incrc*asingl\ t leai that 
lease's st‘paration diHit ulties were* not abating, and his hi*lia\- 
lof l)t*g<in to appc*<ir more <U\ptt <i lc*sse would whine and pull 
at his mothei's <irm to lea\e. making it impossible lot her to 
parlK ipalc* in tht* disc ussion. | mily appearc*d c ontused. upset, 
and \(*r\ d(‘l(*nsi\t* about jesst*'s l)eha\ ior. VVhc*n other t htlclren 
initialed contact with him. t*\(*n in a tri(*ndly mannt‘i lie 
bet <imt* more w ilhclr.iwn. I mily was unable to sec* and at t epl 
h(*r ( hild's ob\ ions \ uin(*rabilili(*s and tnslc'ad toe usetl on lesse 
b(‘ing the* brunt ot <iggrc*ssivt* play wilh the lodclk*rs. She 
wanit*cl to lc*ave the* group. 

Kunhardt st heclu!c*cl <iti indtvidUiil s(*ssion with I miK to dts- 
( Liss iiit‘ situ<ition tincl exjilorc* olh(*r pc)ssibililic*s ol helping tht* 
laiiiiK <il this lime. I miK d(*c linc‘cl the* oftc*r ot individual s(*s 
sions to (list LISS jesst*'s b(‘havior or h(*r own c one t*rns at this 
time and d(*c idc*d to lc*avc* the* group. Dr. ('oftc*y was kt*pt 
abrc*ast ot tiiese dc*tails. It was decided that he would trat k 
|esst*’s dev(*l()pmr*nt tlirough his pc*cliatric visits and make* 
another intc*rvc*ntion whc*n tin* parc*nts s(*t‘mecl more (n)c*n. 

Ibis opjiortumlv arose when |c*ss(* turnc*d thrc*c*. I i(* h<id 
b(*gun nurs(*rv sc hool and liad a very difticult time* se[ia rating 
trom his mothc*r. I le was unalilc* to make* contact with othc*r 
( hildien 01 c onnc*ct to his tc’at lu*rs and was withdiawing undei 



a table in the ( lasstoom Ihe teat he:s '■uggt'stt'd that |essr w.is 
hav mg emotional piobh'iiis and seemed anxious to have him 
leav e the st Ik h >1. 

I milv t oiilat led Kunhardt tor some guidaiK e at this time 
she expiessed vvoiiv that lesse vv<is in the wioiig s< boo! pio- 
liiam and l(*il lh<il the le<u he.'-s and stall theie weie iiisensiiiv<' 
to Ills needs, ( niilv and hei luisband vv eie h< .tli v eiv ( oik eiiK-ci 
lb. a I jesse had her oine w ilhdiavv n <ind were won led tlvit the 
nuiserv progr.im luid ckimaged him in some wav Kunhardt met 
vv ilh ( mtiv and spoke to lesse s pie\ lous dav ( aie tea< hei and 
his ( uirenl leai hei. It w<is t iear that jesseS ahihlv to engage in 
so( lai ( ont<u t w nil persons < .;her ttian liis pau'iiis was seveieK 
limited <ind that his language was sigmiu anilv delaved. Hie 
(Mtier protcssioiitils w ho li<ui < oniac t w ith the tamiK lelt that 
the parents were (*xtienic*!v cielended <igamsi the possihilitv 
that jesse's development was unuscial. 

Kunhardt. Spiegel and Dr. ( ottev r onteirerl .ind agreed that 
this seemed to Ik* the* lime to intervene in a riiore ton c*tul wav 
while being sensitive to the* deleiises of the paieiits. Kuiiluudt 
informed f milv that Spieg(*l worked as a lhc*rapisi with c hil- 
dren with Lmguagc* delavs. The fact that Spiegc*! had kin'wn 
Ic ss(‘ as a toddler sc‘c*med to he a c.omioit to I milv. Spic*gc*l 
suggc'siec! that she and |c*ssc* come* for a pkiv observation to 
(l(‘lcrmiiK* what would he* most hc‘l[)tul. 

jc*ss(* s {)c*hav tor indie at(*d that he* had a pervasive de'velop- 
m(*nlal dekiv. Ik* had ve*rv little' languagr*. usei' ho mothehs 
hands and hoelv to manipulate obje*(ts for him. omcIc* little eve 
contact, and c‘\hil)ite*el rc*pe*titivc* hodv motions. M(*(!id, 
though, sL‘c*m e omforiabk* in the* mom and was intere*stc*d in 
plav ing with tovs with his mother. S[)iege*l sLiggc*sie*(( that lhe*s(* 
niolher-r hikl plav sessions would in* a good w<iv to help stimu- 
late* lesse's language*. Having Tmilv lh<*re would insure* je*sse*'s 
( omiorl and not pie*ss him it> separate at .1 time* vvhe*n it telt too 
(littie lilt tor him. 

Parents usuallv have* an c*asie*r time* e omniitting to the* tre*<it- 
m(*nt ol a language piohle*m thiin an emotion.d tine. It some- 
times iak(‘s months or ev(*n vc*ars lor par(*nls to < onse iouslv 
ree ogni/e the* s(‘\ e*ritv of <1 dise)rde*r of this m.ignituele*. In order 
to <ulelre*ss the* emotional nature* ot )e‘''*'e*S ditlie ultie*s without 
()vervvh(‘lming the* famdv, Spie*ge*l foe used on the p<irents' 
vvorrv ,ihmil je*sse's w ithdrawal since* the* s( hool exp<*rie*nee 
and suggesti'd th<il plav ther.ipv could help liim to wotk 
through some* o! th(*se* tec*lings. 

At this time. Spie*ge*l was working vv ith othe*r e hiklre*n who 
(‘xhihiteel autistic -like* fc*atures in a tripartite treatment pkin: 
child, thera[)ist «\nd paic*nt, undc*r the supervision o! l)i. Anm 
Bergman. Spie'gc*! rc*e ommc*ndc*d that TmiK and hei husband 
Daniel have <1 e onsultation with Dr. lk*rgman te» re*tissurc* the* 
t<ither. who was duhious tihout any inlerv'c*ntion. I)i. l^(*rgman 
supported I milv and (Taniel's ciec ision to remove je*sse trom 
the nursc*ry school and hackc*(i u() the* rc*c ommc*ndation that he* 
and hts mothc*r att(*nd tw'ic(*-vvec*kly play/languagc* sc'ssions 
witli Spu*gel. 

|ess(* and his nK)tlu*r attc*ndc*(l tlie moth(*r-( hdd pkiv thc*r<ipy 
sessions tor oik* yc*at. Both parc*nts attc*ndecl montlily arc*nt 
(ouns(*ltng se’sstons vvitli S()ic*ge*l as vvc*ll. Tlirough |day, intc*r- 
pr(*tation, and a huikiing of the* e (immunic«ition l)e*twec*n Tmily 
and jessc*. dramatie (hange*s took place in the* first ve*ar of treat- 
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mcrU j(‘ssr‘s (l(‘\t*ln|>m(‘Ml t'\[)lu(k‘(i. Ihou^h 

somcwfijt Kli()s\n( Jii ( onti*n! ,ui<l .wtu ul.ilion, his .ihiliK 
lo express hm^sclt in wends was lar^cl\ a^c-t^pprnpnatc l)\ inui 
and oncdudl \<mis. f ic hr^an lo torm an att.u hmnnt r(‘lalion 
ship to Spic^c! cni;aiiiiV4 hri m pla\. in.ikini* (‘\t‘ ( ontae i. 

(io\ clopini’ j^amrs and nUi.ils lo^(‘thor. Ii^ tin* n(*si oi ihosc two 
impoit«mt womoiv mother and tli(‘iaj)isi, )(‘ss(* l)c^an to emeiue 
into th(‘ world <il relationships. 

When he was tour. |esse was ai ( ept(*d on probation at 
aivrthei pri\ate nuiser\ pnn^ram m a thr(*e \ eai i >1(1 ( Lissmom 
Spiegel maintained < lose i ontae t w ith the* se hool ps\e hologist 
and teti< heis. she \ isited |esse at s( hool and ( los(*l\ i(»|lo\\ed 
his progress there Me remained ivtoie ol an oI)s(‘i\cm than pai 
tu ip»int in this nrst \(‘ar luit w<is giadutilK de\ eloping tonnr*( ■ 
tions to other r hildren and teat hers. 

Though v('i\ mu< h entouraged h\’ l(‘ss(*s ptogrt*ss in thei- 
ap\'. ( milv Ix'gtin to IrM in th(‘ (*normitv of the dilk‘ren< 
ix'tween (esse and othtM i hildi'Mi. She began a t on>r lou'' 
mourning prtx t*ss o\ei the now -rocogni/c'd loss oi her 'nor- 
mal" little l)o\. It was at this time that Spiegc‘1 ent ouragcxi 
1 miK to get in to trtMtmont of her ow-n and ha.\e )c‘sse begin 
indi\idual plav th(*rapv. .As fcmilv let down her (k'lenses. It'Sse’s 
fathers dt'U'nses Ixname stronger. AlthoLigh Daniel did not 
stt^p th(‘ pla\ therapv, he was sonx'what anlagonistit to the 
process and wrxideci to the dt'nial of hs son’s de\c‘l()pmc*nt.il 
diffit ultic's. I ie dec i(k‘ci to ha\ e jesse t*\alual(‘d b\ .inothc'r 
thild psychologist in an effort to prove* to his wife that tlic're 
was in fact nothing seriouslv wrong with lesse's c*moticxial 
de\(‘k)pnx‘nt. This move*, meant to sabotage* jc'sse's iK'atmc nt. 
ultimateK strengthencxi it. The e\aluation confirm(*cl 
a diagnosis of prxxasivc* dc*\ c*lopmental dela\'. The psyc holn- 
gist strongly stresscxl the importance* of )esst*'s thc*rapv and 



undei s( ored its intc'gial lok* in losse s pingu‘ss. ( )an lel w.is 
able to pio((‘ss this intonnation and not onK joined tlie Usim 
in spirit hut Ix'gan lo tall Spaegel himseli helw«‘<‘ii parent 
appointnx'nts to ask lor ad\ i< e on issues lx*lwe«*n himselt .ind 
hts St >n 

C uiieiilK |(*sse IS .It tlx* (*ixl ol his se< ond \eai ot treat r»enl 
I le has nx>\t‘d tiom (ep(‘titi\e and idtosux i,Vu [)la\ wit ' !o\s 
to s{‘«ss(oi^s iillrxl with dis( ussion oi his icelings. I i<* sp(*e.ks and 
pl.i\s about s( hool, frK‘nds. his paients, and is ahk* to e\|vr(*ss 
angei aiid ln\t* to his thi*r<ipist. I le has her ome an imprxtc'.nt 
iiguie m his ( l.issroom. I ir* inilMles and pailii ipates m almost 
.ill at li\ ities with te<x hers .ind pec*is and uses his ,ei\ preto- 
( UHis reading skills to hold .1 pLu <• ni higil es|e(Ml\ ifl his t kiss 
room. I l(* Is im ilr’cl on pkud.ites and to hulhdax [KiiIk's jesse 
lemams a highlx sc*nsiti\(* box xxhost* dexelopnx r.t t ontinu-*s 
lo need support and xxhose < omplx aled .md ([uiikx xxaxs oi 
tomiiuinir .Uing n(*(’d interpret. ilion Despiir* this x ulnc’iabilitx. 
lx* has groxx n into a lox ing. lesponsixt* t liiid xx ho is a [ilaxei m 
h»s xvorld. 

The interaction bctxx een (es^e's pediatric care and the 
readih a \a liable parenting and psychological serx iccs 
made it possible to offer a comprehensix’c* apprcxich to 
lesse's medical and socicu*moticmal needs. For parents 
to come to terms with the therapeutic needs of their 
child is a sensitive and sloxx' process. The serx ices ax ail- 
able, from parenting groups tc^ play therapy offer ways 
in xx'hich to dc'tect and trc'at x ulnerable families in a 
timelx' and sensitix'C manner. A pc*diatrie and parc'nting 
center like the Soho l\i rent ing ^ c*nter creates a commu- 
nity of caring arenind a family. 
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The Touchpoints Model: 

Building Supportive Alliances betzueen Parentt^ and 
Professionals 

Ann C. Stadtler, , c I’.X.l’, 

Maureen A. O'Brien, I’li.l )., ,ind 
John Hornstein, M i d. 

! Iu‘ louv liptMHts rrojrr t luiM lt*- 



At tlio loikhpoints I’rcijpcl, wc* ha\c d lidinini; 

model toi‘ prdctitioi'KTs thdt emphci^i/c^ Ihc* bmlclmj; ot 
Mipporlixo dlliona’> between pnrent^ diul prote^sionnls. 
We view tlie model e wey to meet tin* need> ol both 
tdmilies with young children end preulitioners who 
work witliin nn iiured!>ingl\’ <.iemnnding lu*dlth cere >\ s- 
tem. A key element (^t the un. eh points model is dntiei- 
pntory giiidnnee, thnuigh wh»eh pmetitioners reneh out 
end engage parents aroupj.t important, predictable 
phases ot their baby's de\ «.iopment 1 he Project grew 
from l^r. 1. Bevvy Bra/elton's book, louelipoiat^ 
and from more than 20 vears of training and research 
with parents and practitioners carried on at the Child 
Hex elopment Unit. Children's t tospital. Boston. 

I What makes the Touchpoints approach a \aluabU' 

t(H^i for practiti(Hiers? We feel that Touchpoints' kev 
strengths are its u>e of the child's beha\ ior as the lan- 
guage of comnumicatiem with parents and its focus on 
developing pract>tioner-parent relationships. 1 he model 
is grounded within a conceptual framework which 
lielps Ix^th parent and practitioner recbgm/e, under- 
stand, and anticipate predictable de\’elopmental bursts, 
regressions, and pauses in the beha\ ior of voung chil- 
dren. 

According to this conceptual frameu’ork, 'Touch - 
points" are those predictable times and e\ ents in de\ el- 
opment at which a child's behax'ior seems "to fall 
apart.'" Touchpoints typicallv precede a spur' in a par- 
ticular line of development — walking, for example, or 
understanding object permanence. Although touch- 
points are often accompanied by frustration and self- 
doubt on the part of parents, practitioners concerned 
with the health and w’ell-being of \'(umg children and 
families \ iew touchpoints as occasions ot change for the 
child, the parent, and the family as a whole. As such, 
touchpoints offer health, education, and social service 
professionals an opportunity to make a positive differ- 
ence in the lives of young children and families. 
Through understanding and anticipating each of the 
touchpoints together, parents and pracliluMiers can col- 
1 ’ oratively plan strategies to reduce or prevent the 
m'gative consequences of the behavioral disorganiza- 
tion that accompanies a developmental spurt. The prac- 
titioner joins the parents and supports them in w orking 





through the disorganization by helping them to see it as 
a positive accomplishment for the child. The trusting 
relationship between practitioner and parent that devel- 
ops and deepens over time fosters the parent's self- 
esteem and becomes a true therapeutic alliance on 
behalf of the child. 

The parents' passion for their child constitutes the 
core of the Ibuchpoints relationship. Practitioners join 
with the parents around their child, and it is through the 
child, and parents' feelings for their child, that change in 
parents occurs. Practitioners understand that powerful 
emotions are the driving force in parenting. Parents mav 
feel ambivalence about becoming a parent in the first 
place, fierce competition with the other parent for a 
child's affection, or distress at the prospect of a child's 

2S 
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onuT^ing indopo!Hic“''a'. p^cKtlllOlHM•''^ job is to 

utHiLMsta'Kl ami work witli emotional toivt‘s, to suppoi l 
parents and develop a^npetenl parenlinv;. 

I he IduehptMnts model provide'> tlu‘ practitioner 
\N !th a tramework to i;uide tlieir intiM'actions with tami- 
lii‘s. It: 

• stresses lliat nu'aningtul relationships develop over 
time and that each touchpoint deepens the relalitMisliip; 

• ackmnvledges that torminp, relationships is critiial it 
w'c MV t(^ appreciate the significance' of cultural, it'li- 
e;ious, and si>cietal variables for families; 

• invite's practiticMU'i's to reflect on iheir role in the sys- 
tem ol care annind the child and familv; 

• em ourages practitioners to feicus on strengths, lalhe'i 
than ek'ficils, in indix iduals anel families; 

• provide's insight inte) the e'motie^ial expe'i ience' of iht.’ 
developing parent; 

• (.leparls fre)m traeiilional medical and social service' 
provision in its multidisciplinary approach; 

• stri\ e’s le^ create a sense oi community at e'ach of the' 
touchpeMUls, bv e'stablishing peer groups of expectant 
pare'nts el u ring pregnane)' anel bringing the'm togetlu'r 
as the\ experience each touchpoint in their children's 
e'arlv vears. 

Listening to parents' voices 

As part the Touchpednts Project, w e e'onv eneel groups 
ot parents with chilelren at particular tenichpoint ages — 
tw'o weeks, se'ven weeks, feuir months, sev en months, 
nine immlhs, anel 12 months. Our goal was te'> listen, 
rather than to provide answers — to hear the issues that 
concerned parents, which thev w'ould be likelv to bring 
to pi\kessi(mals. The Touchpoints framework helped us 
to anticipate most of the issues parents raised; unantici- 
pated cimcerns oi parents helped us to refine the model. 

Parents in all oi the groups talked about their roles — 
being a nnUher, a father, or a single parent trying to plav 
both rides — and their experiences of these roles. L>ne 
imUher, for example, said, "I feel like 1 have to do everv- 
Ihing (for my baby). Hven if she is in the swing or 
playpen or the crib, she needs me.” Parents talked alxuit 
balancing the demands of work and home, trying to 
make up iov not "being there,” and finding time for 
themselves and their partners. They talked about feed- 
ing, sleeping, safety, and developmental issues. The\’ 
talked aboul their supports and their lack of supports. 
lhe\' cdfered suggestions and shared stories of success 
and failures. Ha ch group had a unique' atmosphere. 

The seven-month Touchpoint Group 

The group of parents with seven-month-olds illustrates 
particularly w'oll how common issues britig paix'uts 
together in a Uniehpoints Ca*uup. Child development 
professicMials know that the seven-mcmth-old is dealing 
with issues of permanence and mastery. Babies are con- 
cerned about separation irom their parents and want to 
practice their new motor skills whenever thev have the 



opporlunilv. I hese issues, in turn, altect teeding, -deep- 
ing, ccMVimunicating, and safetv. At the seven-nxxith 
w'ell child visit, health care providers Ivpicallv discuss, 
amoi)g other beha\ iors, the child's ditlicullv with going 
to sleep and waking again at raght and his desire to teed 
himself, ^et practiticMH'is often feel unable to address 
other important parental CA.)ncerns in the limited t..ne 
thev have a\ ailable. 

l*or our louchpoinls C aoups, we met with iwi^ sc‘ts o\ 
parents w ith children seven months old— one suburba 
group and one from the inner citv. .At first glance, the 
parents appeared dramaticallv ditterenl. Parents m the 
suburban group represented a w ide range of age and 
mariial status aixl were u>nu'rned aboul fertilitv, preg- 
nanev, birth, economic, and occupational issues. I he 
iniH'r-citv grcuip of [parents, all ol whom received their 
health care at a neighborhood hi'alth center, refleclc'd 
other kinds of t.liversilv. This group included incarcer- 
ated mothers, hiuneless families, people in recovery 
from substance abuse, w omen caring tor foster children, 
and mothers with othei children in foster care. The "lan- 
guage” common to boih groups was their seven-monlh- 
okl children. 

Parents in both groups talked about feeding, sKvp- 
ing, safetv', plav ing w ith llu'ir babies, establishing bal- 
ance in their lives, and relating to significant cithers. 
Thev talked about feeling frustrated when thev auildn't 
understand the meaning of their child's fussing. Thev' 
(.lidn't know if the babv' was sick, teething, or frustrated. 
Parents talked about how thev' managed their dailv 
lives in their various circumstances. Thev shared their 
feelings iT guilt when tlu'v thought their child was “act- 
ing spoiled” and then discovi'ied that she was reallv 
sick. Thev talked aboul Irving to encourage indepen- 
dence and avoid spoiling their child. This meant differ- 
ent things tt^ each parent; for the incarcerated mothers 
and the parents iT a premature infant, for example, 
"independence” meant that the babv was strong and 
capable cT surv iving. I’a rents talked about w hen vou do 
something abtnil fussing, and when vou don't. Thev' 
spoke of how their babies manipulate them — 'She 
knows that if she cries. I'll come to her.” 

A discussion of erving in one of the groups led io the 
following dialogue, in which Ann took the role of group 
facilitator, sometimes letting the grcnip steer the discus- 
sion and sometimes taking advantage of opportunities 
to bring discussion to another level. 

Ann: ... it sounds now like there's a lot of energy 
that goes into figuring out what your babies need, 
w hereas in the beginning \'ou were guessing. Then 
thev couldn't tell you as mud . but it sounds like . . . 

Richard: They're communicating better now, 

Ruhuni /\h// s avfitcncc. Hoth ihc procc^i^ of 

ilcvclopntcut lit ^cven wontli> mut the pamllcl Wm//yes in 
piiivnt^' perceptions of their infants are affinncil. But for 
another wewher of the ^roup, this exchange raises one of the 
challen^e^ of the seven- month touchpoint anil of any discus- 
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iWion^ a of junviih fhtif /s. oi\'U)u^ iiifh'ivn. (‘s 

(Unon^ iluhhru in the ntic of ilctrliiinncni , 'i'hc'>e ihffeivni 
I^Cionie imnv iippinml </> ijiolor rinti^e. 

Ttira: M\ son is <i litik* hc'lkiul; he just sturtc'd sitting; 
up. 1 lo rolled over oiue. 1 le's se\cn months old. 1 hevr 
triends where* theii’ kids are* i nnvlin^. W'hat's the mut- 
ter with m\' kid^ 

Colleen: Somi*times 1 reud hooks, and the ht^oks su\ 
h\ this age thev should he doing this. 1 k»ok at m\‘ 
elaughter, aiul 1 sav, "Crawl! Crawl!" C^r, "Sit up." Aiul 
\'iHi kimi ul teel had when \'ou see other peof'*!*,*. \du 
teel awkward, and vou're like, "How amu* mv daugh- 
tc*r is not di>ing that?" 

Tara: I'm not looking tor him tt^ crawl. IVople art* 
like, "Don't wish tor it." But \ tui look at how fast tUlu*i’ 
kids are tlt)ing it. 'Fhe doctor savs, "1 le'll do it when he 
doe^ it ' 1 le's tinallv sitting up. That's encouraging, 
especiall >' w'here he hasn't tione those things. It gets 
trustrat'ng sometimes. It's more work, because the\ 're 
not 'hie to crawl to what they u'ant and roll over to 
what thev W'ant. Sometimes that's more \v(>rk. I'm 
luck\’ — my son sleeps a wicked lot, and he's alwa\ s 
been a sleeper. Ikit when he's au-ake and just sitting 
there, he's like, "Okay, come entertain me. Come pla\- 
with me." 

I'mn tuhi Colhrti are mirroring cth'h other fenr^. The\/ are 
together with thi^ in the face of "other people/' ineliuiini^ 
their health care proviiier. The\f are ^ivin^ each other pentii>‘ 
s/()H to expre>> their feelin^>. Tara al>o tie^ perceived lack of 
developmental /^ro^ynss in her .mu/ to the fru>tratioti ^Ite and 
her hahi/ both feel when he can't move the wa\/ he would like. 

Rather than makini^ a connnent about development at 
thi> point, Ann chooses to let other members of the ^roiip 
join in the emotions surrounding this touchpoint. B\/ 
refrannn;^ from intervenin;^ activeb/ or offering "answers/' 
Ann lioes not tn/ to diminish the parents' fears. Rather, she 
let'^ the parents legitimize and normalize these real coneerns. 
I'he developmental information then comes from the ^roup 
itself. 

Ann: Would anvhodv else want to comment on 
what was said? At this point, people are telling vou 
e\ ery thing is fine, but it's still frustrating if you see 
other children denng things that ycuir children aren't 
doing. 

Mandy: I came to grips w'ith that. Mv daughter 
rolled o\ er only once. 1 don't think she's even going to 
era wl. 

Tara: Mv son is going to go from lav ing dow'i^ tt) 
w'alking. 

Mandy: She's just not going to do it. 

Tara: He w'ants to see what's genng cm in the r(X>m, 
and he'll sit there in a chair or w'hatever, and he'll 
stand up, and he w'ants to check things out. But it's st^ 
funny. 

Mandy: My daughter doesn't have teeth vet. There 
are other kids w’ho have three teeth. 

Tara: Mine has four. So I say, "When ycnirs craw'ls 



over to mine, he\ gtung io bite her " I have a girllriend 
' she was ri['»ped mv son hac. t\‘. i^ teeth, and she's 
hk(*, "Whv tlot*sn't mint* have an\' tc(*th?" 

Nancy: l'v(*rv tiiiv vtni Kuik tor <i toc'tli. She dot*sn't 
roll she has o tew times tnit she’s just getting 
readv to ciaw 1. Sht* sits up. <inil sjx*'s he<*n doing that 
Itu' a long time. But the tetdli I ku^k ttM' tht*m, and I 
tion't think thev'rt* t*ver gtung to comt*. 

Colleen: Mv nephew is a veew t)ld this Sundav, and 
he just cut his tirst tooth V.eo weeks ago. .And mv 
d<nighter is cutting hei' st*ctMitl one now. 

Richard: 1 1k*v all go at their tnvn pace, don't thev.... 
Rather than Ann .»/(’C(////y to summarize ///(’ d/si i/ss/tu/, 
Richard made the leap to one of the main points, whuh /s 
that the parents have just described developmental thffer 
eiurs that fall within the realm lif normal child behavior. 
Throughout the discussion, .•\nn 's ^trate^u a*as to li'^ten for 
behaviors eoiisistent with the touchpoint and to monitor the 
developmental level of the babies, with an e\fe to anu nece'^ 
saiy follow-up. As these parents share new developments, 
frustrations, and successes, tluy hold mirrors up to each 
other. Throu^^h this sharii\^ of cionmoii issues in the ^roup, 
parents ^row in their understanding of their child and in 
their confidence in their abilitif to parent their i hild. 

Incorporating Touchpoints Groups into the 
health care system 

Our current health care svstem demands that practi- 
tioners meet the needs of families in a timeiv, cost-i*ffec- 
live manner. Main* practitioners feel that it is nearlv 
imp(')ssihle to spend the time necessarv to make 
alliances with parents while still providing th,‘m with 
the immediate care thev need and that we w,mt iv pro- 
vide*. 

In a tvpical well-child visit, hurried practitioners 
often resort to a more comfortable, "ck>sed" approach to 
parents, in which they give advice but do not "open" 
areas for discussion which mav demand more time than 
is available. At the seven-month visit, for example, a 
practitioner may give ad v ice about self-feeding ratlier 
than exploring parents' k*elings about this issue or ask- 
ing about the family's overall well-being. The limits of 
this appixxich are often apparent bv.the time of the next 
visit. How often have we heard a practitioner lament, 
"If that mother would just listen to what 1 sav and fol- 
low through, then she wouldn't have these problems 
with behavior!" 

limt* constraints keep parents from raising issues at 
their children's well -chi Id visits -r-* "1 never ask my 
pediatrician these questions because he is too busy." 
Rather than turning to their health care providers, some* 
parents rely exclusively on informal support netvv'orks 
for advice. CTie parent said, "If I have a question, 1 call 
my friend who has a child three months older, and she 
tells me w'hat to expect." Other parents feel isolated in 
their parental role, and lee! others cannot empathi/e 
with their situation. Clearly, in a hurried health care sys- 
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tcni, bi>th prnctitioiit'rs ,md ('•iiixMits con tot'l imhtMrd 
tind fmstrtitc'd. 

Touchpoints C'lroups oftVr botli liCidth cc\rc pn>tos- 
tind pim*nts thi' timo ihv\ ncod tind n vwiv to use 
tiwiiltihlo rosoiircos otioctivcK. It children tiro stvn lot 
wcll-cbild Ctirc' M re\;iiltU times nnd tliese visits tire rein- 
t'orced bv Touchpoints Clroups, proctitioners ond pdr- 
ents Ctin hnve rich individudl tind j.;roup encounters 
wliich do not kvive them frustmted tor Kick of time. In 
this model, ptirents die active grc>up participants, not an 
audience assembled to listen to protessional advice. 
Building relationships with one another is a primarx 
goal of the group. I hrough their children, parents con- 
nect to one another and share what it is like to be the 
parent of a dex eloping child. Since Touchpoints Groups 
will occur at points at which we generally see a spurt in 
the child's development (and all of the disorganization 
which acciimpanies it), both indixiduai and group 
encounters offer support arenas in which practitioners 
and parents can predict and problem-solve together 

Facilitating Touchpoints Groups 

T'acilitating a Touchpoint Group involx es a combination 
of skills. The parents' own agenda must be able to sur- 
face. The process demands flexibility; the facilitatt>r 
must knoxv when to be more directive with the group, 
and when to let the group steer the direction ot discus- 
sion. The facilitator must alsc> be able to engage a "'diffi- 
cult” parent. In the sex^en-inonth Touchpoint Ooup 
meeting described above, for example, one of the 
fathers spent the first half of the session mumbling 
under his breath, not contributing to the group discus- 
sion. As the facilitator, Ann realized that she did not 
have a sense of the source of his frustration. Not want- 
ing him to feel uncomfortable, she did not approach this 
father directly. Fortunately, however, before the session 
Ann had asked parents to write down issues that were 
concerning them at this time. During the break, she 
lookeci at the papers and saw that someone had written 
"DOCTORS” in capital letters. Knowing that someone 
in the group had strong feelings about the medical care 
they were receiving — and hoping that this someone 
might be John, the disgruntled father — Ann opened the 
second half of the group session this way: 

Ann: One of the things that someone wrote down 
before the session was that one of their biggest frustra- 
tions is doctors. What has your pediatric experience 
been like so far? 

John: Terrible. 'They talk to you like you're stupid. 
They give you a lot of lip scrx’ice. You tell them a con- 
cern you hax'e for vour child. Because they s; ' a cer- 
tain thing, that's it. They don't believe the parent. They 
belic've thc'y know ex'erything, and the parent knows 
nothing. 

Mandy: I really like my pediatrician. 

Debra: I can really understand were John is coming 
from. I feel vou just get a little pat on the back, and 



ihex’ sax’, "Just trv again." Ikit a paretd knows the baby. 
Colleen (to John): Did vou alreadx’ switch doctors? 
Mary (John's wife): We're lot>king for what's caus- 
ing hix'es in our babx', and we're m>t getting any 
answers. That's x ery frustrating “ when the baby is 
screaming,’ you know something is wrong. It's m>t in 
ouv heads. 

Patrick: 1 know what xt>u're sax ing. 

Colleen: ^'ou can tell x \>u're really trustrated with it. 

At tliispoiiit, jolni joinCii the ^roup (Wii felt >iippoilcd bu 
the other paretit^ who tiffinued hi> feelni^:i< oj not bein^^ 
hemd bif hi> heolth onr provider. As the di>eii><um contiih 
lied, the ^roiip helped john consider how to eonifortoblp 
enter the >i/>teni and ^ain control over hi< ehild'< care. 

Before thi^ di^eus^ion, Ann felt that lohn ioa< transferring 
his negative feelin^^ about hi< pediatric provider<> to her. and 
this had prevented him from en^a^in^ activehf in the ^rotip. 
The ^roup support freed john to focus on his child's behavior 
and the feelin^^^ these behaviors elicited in him.l'olloicin^^ 
this discussion, however, john beeame a ver\f active partici- 
pant. At the close of the session, he said. " Fliis was a ^reat 
ni<^ht. I'm so ^lad we came." 

The Touchpoints model and the power oc 
prediction 

The Touchpoints model mox'es bex'tmd discussion of 
w'hat parents currently feel and understand about them- 
selx'es and their child's development to look to the 
future. Together, the parent and practitioner anticipate 
the next developmental burst and how it will affect the 
child's behavior (e.g., feeding, sleeping). They predict 
regressions in the child's development and hoxv the par- 
ent will deal with them, based on their past coping 
strategies. Predictions that turn out to be false are as 
important as accurate predictions; both lay the founda- 
tion for increased future understanding ot the child's 
capabilities and the parents' strengths and vulnerabili- 
ties. 

Again, the sex’ en -month Touchpoint C'lroup offers an 
example of the value of predicting upcoming regres- 
sions in the child's behax’ior. 1 he goal is for the parents, 
rather than the facilitator, to formulate possible solu- 
tions. Following a discussion of their babies' current 
sleep patterns, Ann focuses the parents on changes they 
can expect: 

Ann: In the next few months, your babies w'ill prob- 
ably start having a hard time with separations. That 
means their sleeping may become disrupted and they 
may not want to separate and go to bed, ('>r they may 
want you again in the night. How do you think you 
will handle it? 

Karen: Well, I just can't close the doc)r and walk 
away. 

Yana: Yeah, my friend told me to just let her cry it 
out, but 1 don't know if that would work. 

Kevin (to Ann): If you go in the room, though, 
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won't It )iisl m.ik(‘ it li.mliM tor tlu’ l\ib\ to l\u k to 
sk*i*p 

Ktiffirr lluni liinrtlu rc^pofui to qur'^hoii'^. Anfi 

hrlp'> the ptncnl> finii fluiroin} '^olnliou'-^ 

Ann: Well, wlitit's worked tor \‘ou in llu‘ piist"' 

Kevin: Wo jiist s^'t up J roi;ultir routine, *ind th.U 
renll\ seemed to help. We tmii on the niglU li^^l^t .ind 
some nuisie, und In* just knew it w us time to go to 

s|l\*p 

Karen: Well, when Ruehel wasn't sleeping \ erv well, 
\u- would gi^ in .'uni put her iMi the huek uiul then w alk 
out. It look a tew times, and it doesn't alwa\s w\)rk, 
but she usualU went haek it) sleep. 

Yana: Mv sister suiil that when her habv wokt' up a 
lot, she nn ked ln*r w ith a tedd\' bear and then pul her 
down with it. 

Alin ,h\iiic> /<j ''/(•/» /// /e hibcl irlhif flic piurnl-^ iUr iir<cnb- 
ni;^ irifhoiif di<fiirhnh; llic floiC of the 

Ann: Do you kin)w what that is called? It's called a 
transitional object. It's something that helps her make* 
the transition from vou. 

Kevin: Someone else t()ld us to give a teddv bear 
in)w, that that worked for them. 

tS('e(*n// other p(iiv}tf> tiicnlio}! other approoehe^A 

Ann: I think \'ou'\e all mentioned strategies that 
vou'\ e lieard — some feel comfortable to you and 
some don't. . . . 

In an indi\ idual encounter with a professional, par- 
ents work out their indiv iduality, w'hile in a gr(>up, par- 
ents work out their commonalitv. In this discussion, the 
parents gc) through a process of deciding together wdiat 
will w'ork for them individually. Thev come to under- 
stand the meaning behind their baby's behavior and its 
meaning to them. Cin a deeper level, thev discuss their 
concerns about their children feeling deserted or alone 
and how thev feel alx)ut taking their children into their 
own beds. 

For these parents, being armed with several strate- 
gies allows them to teel prepared and capable. It the 
child's sleep becomes disrupted again, thev will be in a 
belter position to handle it. Should the child's sleep 
problems not materiali/.e, thev will have gained in their 
self-confidence and feel thev hav'c contributed to the 
group. When oriented around the developmental chal- 
lenges represented in the Touchpoints approach, parent 
gatherings go beyond comparing notes to establishing a 
vehicle for reframing parenting skills. The facilitator's 
ix)le is to help parents anticipate their children's behav- 
iors before the parents experience them. Parents can 
then join in the prediction process and identify solu- 
tions. 

Implications for practice 

The Touchpoints model can be used to enrich both indi- 
vidual and group encounters between parents and prac- 
titioners. In both contexts, the practitioner feels that she 



Is pai t ot a sei v ict' dt*h\ erv svsti-m that emphasizes 
anticipatiuv' guidaixe and values relationships with 
parents, the U>uchpt)ints Cii\>up appnxuh ofti'is thi* 
additional benetil ot k*sst'ning the isolation that so 
manv parents U’el when their child's bi'hav lor Ixxomes 
disorganized. 

1 he Tt)uchpt)inls approai b .ilso otters prai titioners a 
tiamew\)ik \ov undeisiaiuiing the paralk*! proci‘sses ot 
child and parent dev t'lopment. In the group process, 
with a tacililalor who is weli-vc*rsed in this approach, 
thc'shaic'd passion ot paixMiting helps paienls tix usand 
retine their parenting skills. 1 he intv*i\u tic)n that results 
aiming parents and praclitionei' becomes a powerful 
means tc^ sti\*ngtlH*n tlx* sv stem of care su? rc)uixling 
voting children. 

The louci'.poinls mc)dt*l is not intt'ndc*d to stand 
aloiH' as a "program," but is desigix'd, rather. Ic) he* into- 
graU*d inlc) ongoing pediatric, earlv chiklhc)txl. aixl 
familv inlervc*ntion servict*s. louchpoinls Ciroups could 
be Integra tc*d inlc) well-child care or bec'ome extensions 
of prenatal classes. The 'louchpoinls model lends itself 
to a multidisciplinarv' approach: group facilitators need 
not be health care prcifessionals. 

Given the current trend toward managed health care, 
Fouchpoinls Caciups offer a uniejue opporlunitv to con- 
vey support and set up a netwe^rk of ct)n tinning care 
arounci families of voting children. Parents nc*ed and 
deserve to be heard. rarc*nls and practitioners will ben- 
efit frexn a svslem of care built on stre^ng relationships. 
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Bright Futures: 

Health Supervision Guidelines ami Their 
Implementation 

Morris Green, M.n., Inditinii L‘ni\ orsiiv School of Medicine cind 
Meri McCoy-Thompson, M A L I) 

Witional CVnter tor L’diicalicMi in MatcM nal and C hild Health, Arlington, VA 



As we approach the end ot this centiirv, several ot the 
trends that atteet children and tamilies are intersecting 
with extensive change's in health care deli\'ery. In the 
process, pediatric serxices are being transtormed. 

I'or millions ot children, the tiiture holds little 
promise. Their health status is poor; the risks to their 
health are many; and the prospects tor overcoming 
these problems are limited. Family relatioivdiips are 
weakening and parents are spending less time with 
their children. Every year, divorce affects one million 
boys and girls. Over 25 percent of the nation's children 
live in one-parent households, and each year a million 
more newborns are born to unmarried mothers. Almost 
11 million mothers with preschool children work out- 
side the home, while one in four infants and toddlers is 
poor. 

Health service policies, priorities, and professional 
education have not kept pace with these changes. Five 
vears ago, the Maternal and Child Health Bureau of the 
Health Resources and Services Administration and the 
Medicaid Bureau of the Health Care Financing Admin- 
istration launched the Futures project, with the 

mission of devek>ping health supervision guidelines 
responsive to the current and emerging needs of chil- 
dren and families. 

Ov'er 100 health professionals were convened to 
serve on a multidisciplinary board of directors, expert 
panels, and work groups. The four expert panels-one 
for infancy, earlv childhood, middle childhood, and 
adolescence-met owr a period of three years to review 
the literature on disease prevention and health promo- 
tion and formulate recomniendations. The draft guide- 
lines were then sent (Hit tc^ 1000 reviewers, whose com- 
ments were incorporated into Hny/k Futures: Guidelines 
for Health Supervision of Infants, Children aiid Adoleseeiits, 
published in December, 1994 by the National Center for 
Education in Maternal and Child Health. 

Futures has been endorsed by 17 professional 
organizations and ('onlinues to gain recc^gnition 
throughout the health communitv. 

What makes Bright Futures unique? 

• Health is viewed comprehensively. Unlike many 
pediatric texts and manuasl, Bri^^ht Futures takes a com- 
prehensive view of children's health, encouraging 



health professionals and families to discuss the child’s 
social relationships, emotional well-lx'ing and cognitive 
development as well as physical health and growth. 

• Health supervision is contextual. The Bri^^ht l'uture> 
guidelines are concerned with the family and the com- 
munitv as well as with the child. Since health, educa- 
tional, and social issues are strongly interrelated, they 
cannot be assessed in isolation from each other. Bright 
hutures recognizes the contextual forces on the child, 
including family, cultural, and economic variables, and 
challenges the health professional to note these vari- 
ables as part of the child's world. Comprehensiv e, fam- 
ily-centered, and community-based health supervision 
requires that the child be viewed in the context of his or 
her family and community, and that health care be inte- 
grated with other human servie'es. 

• Health supervision is a partnership between health 
professionals and families. The Bright Futures guide- 
lines are based on the belief that health, supervision is 
most effective as part of an ongoing relationship 
between the health professi()nal and the family. Over 
time', the health professional and the family build trust 
and are better able to discuss important issues. The 
essential task of the health professional is to reinforce 
the role of family as the child's educator, promoter of 
good health, and caregiver. Important health supervi- 
sion goals include enhancing families' strengths, 
addressing their problems and vulnerabilities, building 
parental competence and C(^nfidence, and helping fami- 
lies share in the responsibility to prevent illness and 
promote health. Older children and ad(^k'scents are also 
viewed as partners in health supervision, assuming 
increasing responsibility fcH their emm health as they 
mature. 

• Health supervision is a partnership between health 
professionals and the wider community. The concepts 
of health supervision and health promotion reach 
beyond a visit to the health professicmal. Health super- 
vision is a team effort, and depending on the environ- 
ment in which various team members work, some of the 
ccHuponenls may even be addressed on a daily basis. 
Successful interventions often require ellorts that 
extend beycHid what can be provided in any one setting 
or through any one discipline. Health supervision can 
be provided in many settings, often with collaboration 
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b(‘t\v(vn a \arit‘ty aiui disci|'>liiK‘s, 

I ItMltli supc‘r\ isi(Mi ^ht>uld be pdrt d sc\iml(‘ss s\stom, 
intogratfd with other health and human serx iees, sm h 
as ehild enro centers, earl\' inteiA’ontion programs, men- 
tal h(‘allh services and public health programs. 

• Health supervision is individualized. I^erv child 
and famil\’ are unique and will need to talk about dif- 
ferent issues, 1‘he health professional helps address 
these issues while building on the strengths of the child, 
famiU, and community. While the Bright I'utures peri- 
odicit\‘ schedule (uitlines the minimum number ol v isits 
ivom the prenatal period through age 21, children mav 
need C(mtingenc\‘ health supervisitui \ isits at tinu's of 
high family stress, such as mov ing, divorce, remarriage, 
death, majiK illness, and adt^ptitm m* foster care place- 
ment, In addition, supplementarv' htMith supervision 
visits mav be needed by children with special health 
care needs, those at risk of abuse and t^r neglect, tht')se in 
families with multiple problems, or in foster care, Chil- 
dren shcHild h.ave health supervisu')n tailored tt^ their 
particular needs. 

Highlights of Bright Fuhr.es 

Tile Bright Futures guidelines are organized into four 
sections: infaneV/ early childhood, middle childhood, 
and adolescenct*. F.ach developmental section includes 
elements that provide an overview of the issues for that 
age period: 

Theme chiipter and chart of achievements 

The first part of each developmental section provides an 
overview of the child during that developmental 
period. It includes a chart with a quick summary of the 
major achiev ements, tasks and desired outcomes for the 
child and laniilv. 

Pnyaratkvi 

Family preparation for health superv ision visits is rec- 
ommended bv' f'/d/ocs as a means to personalize 

the sessions and to make health supervision more effi- 
cient and effective. The health professional may ask a 
parent to write out, prior to the appointment, the ques- 
tions, problems or other issues that the parent would 
like to have discussed. (Older children are also encour- 
aged to prepare and write their own questions.) As 
another aspect of preparation, the health professional 
may request completion of a screening instrument, 
interim history sheet or a checklist of symptoms or 
problems. In addition, the parents may assemble the 
child's health passport, report cards, and schoc^l health 
forms to bring along for the visit. 

Chart of strengths and issues 

Hvery child has strengths as well as problems or issues. 
The family and the community have strengths that sup- 
port the development of the child and issues that may 
cause problems for the child. Health supervisiem visits 



ofU‘r an (^pptutunity t(^ identify problems and to inter- 
vene earlv. \'bc health professional can identify 
strengths during the interview and the observatiim that 
can help the child and family W(U*k thrcuigh the pn^b- 
k‘ms. 

Risk fact(Ms that mav be identified include parental 
depiX'ssicMi, marital prtU^lems, aic(^h(dism, family viiv 
lence, underdev(‘k^ped st^ial supports, pen^r communi- 
cati(Mi, inability t(^ set limits, and lack of an understand- 
ing of a child's behavior. This chart can serve as a 
reminder c^f the manv factors affecting dev eic^pment. 

Wealth siipetvision siiffifuari/ 

,\t the end cT the health supervision v isit, the health 
pi'tdessional shtnild go (u er the most important pennts 
of the enc(Hinter. Referrals can be discussed, as well as 
the best schedule for the next health supervisic^n visit 
and what issues may be discussed. 

Components of health supervision 

The components of health superv’ ision are presented as 
a package of serv ices for each visit. While the physical 
examination, additional screening procedures, and 
immunizations are of critical importance in meeting our 
goals of successful health promotion, thev are also the 
components of health supervision with which most clin- 
icians already feel proficient. Health interview, dev elop- 
mental surv eillance, observation and anticipatory guid- 
ance ptxse a greater challenge. These aspects of care tra- 
ditionally have not been emphasized in a health profes- 
sitMial's training or educational materials. In addition, 
these compcMients of health supervisiem often require 
conversation about difficult or uncomfortable subjects, 
challenging even the most experienced health profes- 
sional. Bright Fiifiirct^ makes its greatest contribution as 
a resource for health professionals to more thoughtfullv 
incorporate these components into ev'eryday practice 
and to enhance communication with parents. 

Health supervision iiitewiew 

The issues identified bv the family are of primary 
importance, and health pr(')fessionals can ask open- 
ended questions to elicit the concerns of children, ado- 
lescents and parents. In addition, i1 may be helpful to 
complement this information by selected "trigger" 
questions. Many people are hesitant to discuss family 
matters such as marital problems, violence, substance 
abuse or mental illness with their health profe.ssional 
lest they be viewed as inadequate. Many expect that 
health professionals will ask what they need to know. 
Many are unaware of the impact of family stresses and 
life ev'ents on children. 

Trigger questions, to be asked selectively/ include: 

• I low are you today? 

• How are things going at home? 

• Have there been any major stresses or changes in 
your family since your last visit? 

U 
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• 1 low aiv you balancing your rolo of parlnor and par- 

• I lave vou o\’t‘r boon in a ivlationship where vou ha\ e 
be('H hurt, threatened or treated badly? 

• How were things for \‘ou when vou were ^row.'n^ 
up? 

• l.)o you plan to raise \ our baby the w'ay you were 
raised or somewhat differently? 

• Who helps you with the baby? 

• When are \ (Ui planning to return to work? 

• What do vou enjoy most about your child? 

• What do you do when problems seem to be getting to 
you? 

• Do \'ou and vour partner tend tci argue or differ 
stimeu in \'Our ideas about discipline? 

• Is the anything else that you would like to tell me^ 

Developmental surveillmiec 

Instead o\ just checking off whether the child has 
achie\ed certain milestones, developmental sur\'eil- 
lance inx olves collaborating with the family to observ e 
the emergence of abilities in children over time. Bright 
Future^ prov'ides questions in several domains — com- 
munication, cognition, movement, social interaction 
and pla\’ — and describes a range of sample responses 
that parents may provide. For example, a health profes- 
sional who has been providing health supervision to an 
eighteen month old child may ask the child's father, 
"Tell me abiiut Jason's typical play." When the father 
replies, "He has some toys that he really likes. He can 
push his play lawnmower, likes playing ball with me, 
has started to build things with blocks, and is really 
starting to like crayons," the health professional can rec- 
ognize the provided cues: "Imitates, has manual dexter- 
ity, and participates in social play." 

Obscrodtio)! of parent -child interaction 

In addition to physical examination of the child, obser- 
vaticMT of the child's behavior and of the parent-child 
interactions may provide useful information. Is the par- 
ent able to identify cues from her infant or child and 
respond consistently? Does the parent respond suppor- 
tivelv to the infant's autonomy or independent behavior 
as long as it is not dangerous? 

Anticipatory guidance 

Anticipatory guidance is a highly important aspect of 
disease prevention and health promotion. The goal is to 
prepare the parents for the physical, social and emo- 
tional issues that may occur before the next visit. Antic- 
ipatory guidance may be given at appropriate points 
during the interview and physical examination or as 
part of the summary of the visit. Because it is not possi- 
ble to provide comprehensive anticipatory guidance in 
the relatively short time usually available for health 
supervision, many professionals distribute handouts 
containing anticipatory guidance. Other settings use 
group or family anticipatory advice sessions. 



Anticipatory guidance highlighted in Briylit Futmr< 
iiiclude: 

• promotion of heahhv habits 

• injury and violence prevention 

• nutrition 

• oral health 

• sexuality education, among others 

• promotion of soci<d competence and mental health 

• promotion of constructiv e family relationships 

• promotion of community interactions. 

Phase II: Building Bright Futures 

When first volumes of Brioht i'utiov> rolled off the 
presses in December, 19''‘)4. all who had been involved in 
the development celebrated. But we knew our real work 
had just begun, and we knew we wxnild mvd lots of 
help. In order to transform Bright from an attrac- 

tive publication into a working model on how to serve 
children and families, manv partners would be needed. 
Fortunately, the collaborative development and review 
process meant many individuals and organizations 
were already familiar with the document and had 
begun using their copies of drafts to change their prac- 
tice and programs even before Bright Futuret^ was pub- 
lished. At the National Center for Fducation in Maternal 
and Child Health, our job for the past six months has 
been to encourage these efforts — providing technical 
assistance to people who ue trying to implement the 
book's guidelines, connecting them with others who are 
undertaking similar efforts, sharing information at 
meetings and conferences across the country, and plan- 
ning implementation materials. 

How is Brig.ht Futures changing practice? 

Professionals are using Briyhf Futures as a personal 
resource, to help them shape their own relationships 
with families. 

Che /II Jones, ARNP, CI’NP is a nurse at the University ot 
Iowa Child Health Spef.laltv Clinics. She has been in nursing 
tor over 30 years, but Bright Futures is changing her practice. 
The trigger questions and anticipatory guidance sections are 
particularly helpful as she works to develop rapport with 
families and provide them with information about important 
topics. 

John Meurer, MD, MM is an Associate Trofessor of iVdi- 
a tries at the Medical College cT Wisconsin. He is working 
with the resident physicians in his program to develop health 
status questionnaires that families can complete prior to a 
health supervision visit. Hiese questionnaires, which incor- 
porate the trigger questions from Futures help the fam- 

ilies share all types of information so that the resident physi- 
cians can more effectively address concerns and questions. 

Professionals are using Briy^hl Futures to educate fami- 
lies. 

In Richmond, Virginia, 1 ran Mever and her colleagues at 
the Department of Education an* deveUiping parenting edu- 
cation modules based on /'j//i/rcs. 

Katie Cochran and her staVf at Healthy and Ready to 
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l.cMi ri in V.ww lk‘«uh, I !<uv<ui using Bright 1-uturus to crc- 
,Uo iio\\*lopnu*nt«il ihi^' ts lor tlu* lumihos thut tlu*\- sor\ o sn 
tlu‘\ I .HI botlor uiuiorstund llH*ir child's do\ clopmont und 
Ivh.u loi 

ih i^hl I ulufy^ i^ Inung usoti <is n bi itlgo cU ross progmms 
<Hiii disc iplinos. 

In \\ tsi onsin. fin jif I i(tuu''> h.is Ih*oi> tlisinhuU'd t(> W IC ' 

piogr«HHs, r lo.ul StiHt. luMllh dop«irtmciUs, ,uul lui th to 

thtvo progiums I ho contont u us iiNo intogiutod into <\ m«Hv 
iiul liM school tUMsi-s lo holp with tiMimng, the Birth-lo- 
1 hivo program sponsorod «hi .uidioconlcToiuo ,ind the M.uoi - 
n.d und C hild 1 IcMlth 1 duuituMi Ir.uning Institute toloc(»n- 
teroiHi* on i ulmi'". lH>th lucMdiUst to so\er.il K»c.^tions 

.H'ound the s(«Ui‘. 

Keith Ivohorts. 1 )PS, u poiiMti it dentist in Indi.mu, piir- 
i h«isc*d t\\ o I opu s oi' the hook Us u gilt tor e\ er\ peduitric 
['‘i im.HA i .Hi* pro\ iiier in his count\. 1 le is eiuoiiruging e<u h 
pro\ ider to kei*p one cop\ us u personul ivlereiue und 
unotluM in the wuiting room us u reterence tor (umilu's. 

Hri\ihl I'ulinv^ is u thut cun chunge the \\u\- heulth 
pnU’essitMiuls think, 0\c\ 230 medicul und nuising 
schools hu\o udopted Bright iutinv> us u required text. 
Ph\siciuns und nurses are using Brisilit /‘i//t/;t’s [o pro- 
\ ide continuing medicul educutiem [o their colleugues. 

leixild Woodheud, Ml). Clerkship Director tor I\*diutrics ut 
the l‘ni\ersitv i>f lowu, provides u !ouner».ofn' to e\ ery stu- 
dent assigned to u Cienerul Clinics rotation. W hen stiulents 
use iutinv<, he tocusc's their uttention on the compo- 

nents in unv gi\ en chapter und asks them to ndlect on the 
tamilii's tlu*v have seen and to prepare tor thie next day's \ is- 
its. He has been impressed by the speet.1 with which they 
inct>rpt)rute ilevektpmental issues, sereenmg und anticipatory 
guidume inti) their encounters with tamilies. The students 
hu\ e also e\ aluuted /Jny/i/ / iiturC'^ \ erv fn)siti\ely. 

In lexas, the department of health and the state nurse's 
assiviatit^n ha\e developed a curriculum to certify nursc*s 
and pln sician assistants in I'arly ami Periot.lit. Screening, 
l)iagm>stic. and Treatment. Two da\‘s of the fi\’e-da\‘ ctuirse 
are dex elopmental sur\ eillana‘ and anticipatorv guidance, 
with materia! c\>pied from Hn'y/i/ / The trainers plan 

on training SOt) nurses and plnsician assistant'- hv l)ea*mber. 

Bri^^ht rutinv> is influencing practice parameters, botli ut 
the state le\el und fc^r prc^fessionul orguni/utions. The 
states of Alabama, Alaska, Colorado, Iowa, Maine, Mis- 
stuiri. North Dakota, IVnnsylvania, Smith Dakt^ta, and 
Wisconsin have each bought more than 100 copies to 
ciistribute within their programs. 

The slate t>f Florida has a Iegisluti\ e mandate to determine 
prevention practice parameters, /h/y/it ru(iitr> is \ iewed as 
the model for pediatrics, and the cliair of the committee is 
working ti^ get Hr/y/i/ i'litinvs adopted as the pediatric prac- 
tice parameti'r. 

I'he Advanced IVactice Committee of the Society tor Pedi- 
atric Nurses is using I'ufurc^ as a blueprint ft>r redefin- 

ing pediatric nursing. I’he committee wt>u!d like io define 
st«mdards and curriculum for advai^ct'd practice nursing, 
based largely on I uhnv^. 



What are our plans for the future? 

Part of our job is to get Brh^fil l'utuiv> \uio the hands t^f 
those who are wtuking with chihiren und himilies. We 
are coiuimtir.g «i campaign to t'ducute prtilessitHials 
about the document, presenting and exhibiting at 
national conferences and asking our many partners io 
include iltMVis in tln*ir journals, in*wsletft*rs, cataU>gs, 
and professional present<itions. In the next few months, 
/h/y/;/ I uiKh^ will be a\ailuble tm CD KCAl und tMi 
XC'I'MCI I's 1 lome lAge t>n the Internet. 

We <ue Using a dat<il\ise lo track the expaivding nel- 
\\X)i k of pet^ple Using Zh/y/// / uIiuY'^ ti> bt‘ able tt> link 
pet^ple who are doing similar things. \\‘e alst^ ha\e a 
newsletter. Bright \otc<. \o keep peopK* inh>rme(.i t>f the 
\aru‘ly of wavs Bnsiht / /ubfivs is bcung implenu*nted. 

More imptutantU, we art' in \he proce'^s of creating 
materials to help professit^nals and tamilies put Zh’/yZ;/ 

/ nZu/Vs into practice. I tu' professionals, our first efUnt is 
Zh/yZ// iidurc^ iu PnhliiC: (hnZ lictillli. which will be pub- 
lishc'd in the next few months. C)ther practice* guides, ou 
tcipics such as nutriticMi ov mental health, are being con- 
sidered. We also want to create \oo\> ft>r pro\ iders, Mich 
as a pocket guide, cue cards or medical ciiart sheets. 
I'raining modules will be de\ eloped hM‘ difU'ivnt pixv 
tc'ssionai disciplines. 

Tor families, we wcHild like \o civate materials that 
both prov ide information on child development and on 
how to get better help from their health prtd*essit>nals. 
Materials targeted directiv at ad tdescents c^r parents of 
adolescents are being considered. 

We are fortunate to have a public-private partm*rship 
that is growing every dav lo help make the develop- 
ment of thc*se materials a realitv. As this netwe^rk grows 
we hope that mcire individuals and organi/ati(uis can 
participate in these implementatiiMi activities, sharing 
expertise* and opportunities for these materials to be 
evaluated in a \ ariet\' of practice* settings. 
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Keys to CaregivinG: 

A nczu NCAST Program for health care providers and 
parents of newborns 



Georgina Sumner, K.\.. \1.S.\. 

\L ASI, Sea tile, WasliingliMi 

In the ma)iMil\ ol AnuMican ho>pitals t(nla\. mothers 
ami their newbiMii infants are dischargee! onl\ hours 
after eielixery. r.arly disdiarge means that tlie f'amiU 
spends less time in an unfamiliar en\ ironment, and inti- 
mate contact between the bab\‘ and all famiK mi'inbiMs 
oevuis ejuickly. Howcxer, early discharge also means 
that just after a maje'ir ph\ siological and psycliological 
e\ent, with no time for recener\, the motlier returns 
heime and mav be expected to function as before, taking 
care o\ herself as well as the familv. 

F\irlv discharge policies fail to consider that most 
new parents in thiscountrv are not aware o\ their baby's 
abilitv to interact as a social partner and to process what 
is going on in the immediate environment. Once they 
learn to understand and interpret the newborn's com- 
plex behavior, parents find that getting to know their 
infant is a marvelous e\pei..nce. But who will teach 
new parents? Unfortunatelv, earlv discharge from the 
lu'spital and the reduction of "m>n-essential" services, 
such as anticipatorv guidance and support, mean that 
hospital-based professionals no longer liaw the oppor- 
tunitv to teach new parents about their amazing new- 
hi^rn. Moreover, public health nurses, family physi- 
cians. communitv-based pediatricians, nurse practition- 
ers, and lay home visitors, who now bear increasing 
respiMisibilitv for guiding new parents, ma\- themseh es 
have had little professional training in caring for new- 
borns. rhese professionals ma\ ha\ e a lot to learn about 
the past 40 years' disco\ eries about newbi^rns' beha\ - 
ioral capacities. 

The Kevs to CaregivinCi program w'as developed to 
teach both professionals and parents about new'born 
behavior and appropriate, responsive care. Keys to 
CaregivinG is the most recent initiative of the Nursing 
Child Assessment Satellite Training (NCAST) Pro- 
grams, which has been using inmn ati\'e methods to dis- 
seminate new' information about infants and the role of 
caregiving tor almost 20 years, h'i the late 1970's, 
Kathrvn Barnard and her colleagues in nursing, devel- 
opmental psychology/ and pediatrics beamed instruc- 
tion via satellite to maternal and child health nurses all 
over the United States. Satellite training focused on new' 
research findings that confirmed the relationship of 
infants' early behavior and the caregiving environment 
to the child's subsequent cognitive development. Later, 
w'c formatted the scales of early parent-child interaction 



now known as the \C AST heeding aiul leaching Par- 
ent-Child Interaction scales (PCI) and taught them to 
nurse pm\ ideis in hos[htals, health deparlnuaits, anti 
uni\ersit\ settings. Since tlu* beginning the scales' 
dissemination, moi\' than 1('j,000 health care |^ro\-Kiers 
from all disciplines, in 4S states and 14 aumtries. ha\e 
received .\CAS1 training. 

The Keys to CaregivinG program 

Kev's to Caregiv inC is a learning package of si\ video- 
tapes, a studv guide, and booklets for parents. I Vsigned 
to explain how and wh\’ newborn infants behave as 
thev do, the series is based on many years of multidisci- 
plinary scholarship, research, and practice. .Althcuigh 
Kevs to CaregivinG v'ideos can be used in a self-study 
program, most learners prefer a group setting in w hich 
thev can view' and discuss tlie tapes with an instructor 
and their peers. Discussiem helps to expand ami solidify 
the meaning of the concepts introduced in the \ adeems 
and studv guide. 

Designed to be \ iewed in sequence, the si\ videiv 
tapes show infants who were filmed in hospitals \vom 
twci hc>urs to two da vs after birth. VVe chose to Uk'us on 
the newbv>rn period to shc>w how incrediblv developed 
and capable babies are immediately following delivery. 
(In fact, manv behaviors of newborns also t>ccur in 
utero.) The videotapes cover infant state, infant behav- 
ior, infant cues, state modulation, feeding interactiiMi, 
and professional /parent communication. Hath video- 
tape emphasizes one c^r two key concepts, each with 
direct implications for appropriate caregiving. 

Infant state: An infant's state affecis hou' the infant 
responds to a giv'cn event and may affect the care he 
receives. The infant's six states of consciousness (activ e 
and quiet sleep, three awake states, and one transiticMial 
state) are the basis for understanding infant behavic^r. 
This video offers vivid examples of each state, so that 
viewers w'ith no prior knowledge of infant states can 
w'atch a newborn and recognize what state of sleep he is 
in, as he goes through alternating episodes of active and 
quiet sleep. Knowledge of the organization of a new- 
born's cycles of sleep and w'akefulness is important ten* 
caregiv'ers. I’or example, trying to feed an infant v\'ho is 
in a quiet sleep state is not a gcH)d idea; the baby will not 
suck or sw'allovv well. If the caregiver w'aits five or ten 
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minutes, however, the baby will transition automati- 
cally into an acti\ e sleep or drow^sy state, when feeding 
is more appropriate. 

Infant behavior: Knowing about infant behaviors helps 
caregivers respond more appropriately to the infant's 
needs. This video presents ten behaviors, adapted from 
the Brazelton Neonatal Behavioral Assessment Scale 
(NBAS), that parents find most rewarding in determin- 
ing the care thev give to their babies. These are: orienta- 
tion to face and voice (alertness); orientation to face; ori- 
entation to voice; habituation; consolability; cuddliness; 
smiling; motor behavior; irritability; and readability. 
Four major considerations help guide caregivers in 
interpreting and responding to these behaviors. 

1. hifiwt titntc — caregivers learn which states pre- 
dictably elicit specific behavioral responses. 

2. fjiiiividunl t////(Tcutrs — caregivers learn to identify 
unique behavioral expressions or patterns of respond- 
ing that make a baby's behavior more predictable. For 
example, recognizing that her baby consoles quickly, 
cuddles easily, or resists being held helps a mother 
respond sensitively even to subtle differences, and gain 
confidence in her caregiving. 

3. Scn^itixntif of the aircfiivcr — c.Mregivers learn how to 
bring about the best response from a baby. The "pacing" 
of an activity is important. For example, moving slowly 
and adapting to the infant's movements can be critical 
to eliciting desired behavior. Talking in soft, steady, con- 



tinuous tones helps the infant to orient and respond to 
the caregiver's voice. 

4. The effects of infiwt bciuivior on onv’y/vurs — knowing 
the infant's potential promotes positive interactions and 
feelings of competence in caregivers. Once parents 
know their baby can see and hear, they talk more and 
listen more to their baby. The newborn's behavior — and 
her caregivers' appreciation of its meaning — can be a 
powerful, long-lasting influence t>n important early 
relationships. 

Infant cues: Cues are babies' ways of communicating 
with their caregivers. Babies use two types of non-ver- 
bal cues, engaging and disengaging; these, in turn, can 
be potent or subtle. Engaging cues communicate the 
desire to interact; they include smiling, looking at the 
caregiver's face, and reaching toward the caregiver. Dis- 
engaging cues, communicating the message, "1 need a 
break," include crying, turning away from the caregiver, 
and falling asleep. Babies often use subtle cues before 
resorting to potent ones. When caregivers understand 
the newborn's "language," they can respond to subtle 
cues, enjoy their caregiving, and set up a rich communi- 
cation pathway that can last a lifetime. In contrast, other 
babies are "taught to cry" before they receive a feeding 
by caregivers who do not respond to subtle disengaging 
cues. 

State modulation: Infants u.se state modulation to deal 
with stimulation. Caregivers w'ho use the principles of 
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sUitc modultition find rarc’^ix in^ rtHitiiu‘s m(Mt‘ - 

ahlc and ivwarding. Sitvp/wake cydi's iiuolvo transi- 
tions during slcvp (such as the transition from quiet to 
active sleep) as well as tlie transiti(Mi from sleep to 
wakefulness. State nuululation is the process an infant 
or adult uses to change from one state to another. Mo\ e- 
ment from one state to another and maintenance of a 
sleep c\cle can be affected b\- both external stimulation 
(f(M* exampUx ni^ise, a^ld, loneliness) and internal stim- 
uli (for example, hunger or discomfort). "Sleeping 
through the night" requires neurological growth io 
cHcur, but nu^st three-month-old babies can bt*gin to 
chain ti^gether enc>ugh sleep cycles to maintain sleep for 
at least six hours. Caregivers can help infants modulate 
state. Id awaken a bab\, use a \ ariet\ (.^f new and inter- 
esting stimuli in an acti\e, but nondntrusive st\ le. To 
siK^tlie a erving or upset infant, use ri'petitious rocking, 
stroking, or talking in a soft, stead\* \ oice. 

I'cediu^ iutcractiou: Feeding is more than just eating. It 
iin oK es all the elements of state, behaviors, cues, and 
the modulation of states. Parents who are sensiti\ e and 
responsive to infants’ cues experience more pleasant, 
satisfying feeding interactions with their babies. 
Barnard's iimdel of caregiver/ infant interaction during 
feeding epistyles looks at both the parent and the baby's 
resptmsibilities in the interaction. I'he parent's role 
invoKes: 1) the abilit\- to recogni/e the infant's cues 
prc^nptlv; 2) the ability to soothe or quiet a distressed 
infant promptlv and effectiyely; and 3) providing visual, 
mc)toric, and auditor\’ experiences during the feeding 
that stimulate the baby's capacity to take in and respond 
io the ein iaMunent. This can be as simple as encourag- 
ing the babv to explore the bottle, breast, or an object 
with eyes, hand, or mouth. The skills an infant needs for 
a successful feeding interaction include: 1 ) sending clear 
hunger cues to the caregiyor by complete flexion of 
arms and legs, mouthing, acti\ e mo\ ement of extremi- 
ties, hands o\ er the stomach, and sucking movements; 
and 2) responding to tlie caregiver's actionsby stopping 
crying in response to the caregi\ er's soothing attempts 
or looking in the directiem of the caregi\’er's face when 
she talks. 

ProfessiouaU parent commtmicatiou: Assessment, shar- 
ing information, performance, and feedback are ele- 
ments of a communication model that is satisfying for 
both professionals and parents. During assessment, the 
professional comes to know and understand parents' 
concerns, questions, and level of knowledge. Sharing 
information involves listening and responding to the 
parent's specific observations, questions, and concerns, 
aiui giving parents an opportunity to respond to the 
information provided — a "return demonstration" that 
rex’eals whether the information has been understood. 
Any successful learning process requires feedback. 
Cennmenting on and responding to the parent's perfor- 
mance gives Vtilidation and constructive information, 
motivates further efforts, and creates self-confidence. 




Positi\e ttvtiback - • lor example, " I he way \ou held 
Brendan cK^se and patted him continucuisK' reall\‘ 
helped him to sftip crying" — helps a parent become 
more aware of the impact of his caregi\ ing behav ior, 
reveals how the pix^fessit^nal perceives his actituis, and 
helps the parent feel part t)f a relatituiship in which 
sonuxuie cares for and abtnit him. 

Using Keys to CaregivinG in training 

Alth(uigh the' Kt‘\s [o CaregivinCl prt^gram was de\ c‘l- 
opvd originallv for nurses, it has successfulK helped a 
varietv t^f prt^lessit^nals and \ arents pn>\ ide re'^pc^nsive 
care fm* ver\' uning infants. Kl‘Vs to CaregivinG lias 
been used in hospital-based prenatal educatitni pvo- 
granis, naticmal prenatal education initiatives, health 
department clinics, free-standing clinics, \\ 1C pro- 
grams, and other perinatal care settings. Universities 
and ccimmunitv colleges are using Kevs to C'aregivinCi 
in curricula designed for professionals wlm will be 
responsible for the care cT very young infants. 

riie Kevs to CaregivinCi program can help all fa mih 
members — including mothers, fathers, grandparents, 
and siblings — explore the inkirmation they already 
have about newborns and their care, and expand and 
enrich their knowledge. Showing the videotapes in a 
group setting and eliciting family members' values and 
beliefs about the concepts presented can help cxuisoli- 
date a shared understanding cT infant behavit^r. Fhis 
shared understanding, in turn, helps support sensitive, 
responsive, and growth- fostering caregiving. 

Because parent education during the last trimester of 
pregnanev' tends to focus on the labor and delivery 
process, we recommend presenting the Keys to Care- 
givinG video series to expectant parents in the sixth or 
seventh month of pregnancy. Both first-time and experi- 
enced parents find the series helpful. i'Aperienceci par- 
ents often comment, "If 1 had only known this w'hen 1 
had mv first child!" 

Professionals who come intci cemtact with new par- 
ents onlv' after delivery should share Keys to Caregiv- 
inG with family members during the first month post- 
partum. Establishing a strong professional/parent rela- 
tionship is the first priority; the information contained 
in Kevs to CaregivinG should be shared initially in face- 
to-face dialogue. To reinforce — but nev'er to replace — 
dialogue, booklets fc^r parents, in English and Spanish 
and written at a 4-6th grade reading level, are part of the 
Keys to CaregivinG learning package. Booklets address 
the concepts of infant state, infant behavior, infant cues, 
state mcKlulation, and pa rent -infant interaction. 

Readers who are interested in bringing NCAST train- 
ing programs to their community may call the NCAST 
Program office in Seattle, Washington, tel; (206) 343- 
8328. 
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Publications 

Developmental and Behavioral Pediatrics: A Hand- 
book tor Primary Care ( PnS; . Sir\on Parkt-r and lknr\ 
/lukcrman (! tttU*, Ib’owti and C’ompatn. boston. \1A 021t\S) 

Primarv care clinicians arc mt>sl cllct lt\ t\ the editors of 
this volume suggest, when lhe\‘ can torm therapeutic 
alliances with children and tamilies; sensiti\ely elicit 
information; understand the ps\chological, biological, 
and social r^iots ot problems; and ha\e read\ concrete, 
practical, and cttcctixe treatment strategies. This 
ehapter handbook is designed as a user-tri^aidh Uu>l lt> 
strengthen such skills among pediatricians, family prac- 
titioners, nurse practitioners, physicians' assistants, 
pediatric nurses, and others wht> care for chiklren. 

Part 1 discusses the fundamentals t>f beha\ it>ral and 
developmental pediatrics, with chapters ct>vering such 
topics as establishing a therapeutic alliance, interx iew- 
ing, diagnosis, and management. C contributing authors 
include, amcMig cHhers, T. Berry Bra/elton, Jack P. Shon- 
koff, and Yvette H. Yatchmink. 

Parts 11 and III address issue-speeifie dexelopmental 
and behavioral problems and family issues, ranging 
from biting and sleep problems to witnessing \ icolence 
to cultural responses to behavioral prc^oblems. Authors 
contributing to these sectic'ons include, among others, 
Stanlev 1. Clreenspan, Barry Zuekerman, Deborah ITank, 
Susan C'oate^, llgi Hrtem, lames .A. Blackman, Rc>bert 
Need 1 man, Betsv McAlister C'lrox es, lere^.a M. Kc>hlen- 
berg, and Luev Osborn. Appendixes include behavior 
and svmptom checklists and developmental milestone 
charts. 

Starting Right: Hv‘W America Neglects Its Youngest 
Children and What We Can Do About It - Sheila 
B, Kamerman and Alfred J, Kahn (CXfcord l. nix crsily Press, 
Inc , PkS Madison Avenue, New York, \ew York 100 Ih) S2S.00. 

Nc') one stage of life is mc>re important for shaping an 
individual'^ future dex'elopment and life eouise than 
are the fir^t three years, observe Sheila Kamerman and 
Alfred Kahn. Yet America's infants and toddlers are in 
trouble, and their situation is changing dramatically for 
the worse: AmcMig other indicators, during the l^SOs, 
the number c>f poor infants and toddlei s increased by 2b 
percent, and in some cities and rural areas over 4S per- 
cent of infants and toddlers live in po\ erty. 

A 0-3 poliev agenda must address economic security, 
time for parenting, maternal and child health, and ser- 
vices (including both infant and toddler care and edu- 
cation and hnnilv support services). Drawing on their 
extensive studv of northern and western ITimpean 
countries which have developed a variety ot policy 
options supportive of families with children under 
three, as well as U.S. models, Kamerman and Kahn 
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review strategies including child t>r tamih allowances 
and tax benefits, child suy»pt>rt insurance, lunising. 
maternity and parental leaves, infant and ftnldler child 
care, home visiting, aiul ct>mmunitv tamilv resmirce 
centers. 

Reviewing [Possibilities for reform m child htxilth 
care, tlu‘ authors argue that siim- "a I'omplex intt'rtwin- 
ing of nutrition, housing, po\c‘i*t\. parental cumpetenct*. 
parental health, and life-slvles determim» child cnit- 
comes,... medical supports and interventions must ct>me 
fn>m staff and a delixerv svstem with a broad \ ieu of 
child development and a readiness io initiate other- 
than-narrmv medical inlerventitms." Child health 
supervisit>n is critical, supptirted b\ t>ut reach and 
linketl to a i\mge of othc*r suppt>rls [ov infants, toddlers, 
and their families. 

Community Child Health: An Action Plan for Today 
- Judith S. Palfivv. loix'woixt b\ lulius Richnu'iul 
(( ireenwooti Publishing Croup, SS Post Rt>ad West. ik>\ 
Westport, Cl 0 (p8S1 ) 

'I'o address the health problems that affect America's 
cliildren, antibiotics and \ accines are no k)nger enough; 
child health pn>fessionals must redirect energv tenvard 
healing children's ills in the a'lntext of their families and 
communities, judith Palfrex elaborates this theme, 
drawing on her clinical and research experience at the 
Children's Hospital in Boston, as she examines children 
in a changing communitv context, community influ- 
ences on children's health, and trends in the health sta- 
tus of American cliildren. The volume discusses cimi- 
straints that have limited a>mmunitv outreach by child 
health practitioners and describes issues and guidelines 
in providing health care services for children at scK'ial 
risk and for children in group care. A final secticMi 
describes steps toward an integrated service delivery 
system at the community level. 

Strategies To Enhance Preventive and Primary Care 
Services for High-Risk Children in Health Mainte- 
nance Organizations (June, - Marga. et A. McM.mus 
and Harriette B. Vo\ (The Child and Adolescent Health Policy 
C enter, Ck’orge WashingftMi L'ni\ ersit\-, Washington, D.C.) 
Available bv catling Jennifer Dunbar at McManus Health Pol- 
icy, tel: (202) bSb-4707. $23,00. 

This report, prepared with funding foMii the federal 
Maternal and Child Health Bureau, DHHS, is designed 
for medical directors, pediatric health professionals, and 
quality assurance staff of Health Maintenance Organi- 
zations (HMC')s;, and tor the purchasers of managed 
care services, including both private sectt>r employees 
and state Medicaid agency officials. It argues that 
HMOS, because of their unique emphasis on early 
detection and treatment, have an important role to play 
in serving the large and growing number ot children 
who are at risk of developmental, behavioral and emo- 
tional, and physical health problems because of envi- 
ronmental, behavioral, and biological risk factors. 

1'he report describes 13 design elements, related to 
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noods cisv»c*sMiH'nt, clews'^ initi.itiw's, and onlicV.ia i piv- 
vtMitivc* <md prim*irv l\u\\ that HMOs can integrate into 
existing pn^gram c^peratitnis in ender {o improve IcMig- 
term outciuiies Iim‘ liigh-i isk children. I he report detines 
eacli design feature, discusses implcMnentatitMi issues, 
and presents illustratixe examples. 1 lu*se elements 
include onricht'd case management seiA’ices (assigning a 
nurse, stK'ial uxM'ker, or tether professional tt^ a ver\ 
high-risk child and familv); assigning high-risk children 
primary care prox iders u’ho have, tM* ha\e regular 
access {o, special expertise* in areas such as bc*ha\*itual- 
dex'eU^pmental pediatrics or chrcMiic illness manage- 
ment; and the civleK'ation tif nu*ntal health prot'essicmals 
in primary care settings, either as consultants to the 
pediatrician or famiK phx sician, as providers o\ short- 
term treatment, or as organizers of famiK support and 
education grcuips. 

A Welcome for Every Child: How France Protects 
Maternal and Child Health — A New Frame of Refer- 
ence for the United States (IW) - Gail Kichardstm (a 
rept^rt the French- American Foundation published b\‘ the 
Nationtil Center for F!ducation in Maternal and Child Health 
(File I rench-American l oundation, 41 l:\ist 72nd Street, N’e\\' 
York, \V 10021) SIO.OO 

This publication contains the joint findings of the 
French-American Ft)undat ion's investigation of the 
French maternal and child health svstem and cT 13 
American health care practitioners and police makers 
who observed French physicians, midwix'es, and nurses 
at wc^rk in neighborhcHKi health centers, hospitals, 
preschtxds, child care centers, administratixe bureau- 
cracies, and homes. The delegation, which included C. 
Arden Miller and Barry Zuckerman, noted that France 
is facing challenges similar to those faced bv the United 
States, resulting from rising medical expenditures and 
growing social problems linked to unemployment and 
pinerty. 1 iowever, 96 percent of French children are 
bc^rn {o mothers who received early prenatal care. Onlv 
4.6 percent of French children live in poverty. All but a 
minuscule fraction of French children lix'e in families 
that receix'e universal health insurance, paid maternity 
leax'es, and family allowances to help meet the costs and 
responsibilities of childrearing. By age two, more than 
90 percent of French children receive all required immu- 
nizations. 

Recommendations based (mi the French experience 
would: 1) remove barriers c'lf cost, eligibility, distance, 
and stigma that prevent families from entering doctors' 
offices and other medical settings to receive preventive 
exams, U'sts, and vaccinations; exercise vigilance and do 
outreach, neighborhood by neighborhood, to identify 
women and children at risk while there is still time io 
help families take responsibility for solving their own 
prcT^lems; adjust xv ('irking conditions and hours for 
pregnant women to reduce stress and the likelihood ot 
preterm delivery, and offer paid maternity and other 
parental leaves, with job security, to permit families 



time to nurture very young children; and cr(*ate specific 
exp(*ctations tor t<imili(*s regarding their responsibilities 
to the next generation, and offer resp(*ct, incentives, and 
informatioi'i to pronxUe the fulfillnu'nt of these tibliga- 
tiuns. 

Investing in a Healihy Future: A How-To Manual for 
Effective Maternal and Child Health Programs dvu") - 
riu' .AsMHiatuin ot lunior leagues International. Inc. (All 1 
Kesoura* lX‘partnu*nt. (tuO I’irst .\\enue, \eu ^^>rk. NT lOOlh- 
>241) S2.^.U0. 

This handbook was developed tti help com.iuinitv- 
based organizations improve the lives tif pregnant 
women and childi(*n bx' effect ixely addressing their 
health needs. Vhe publication provides an tnvrview 
the current materi'ial and child health situation in 
Canada, Cireat Britain, Mexictx and the United States. It 
prox ides specific intormation on how to work in a mul- 
ticultural setting, establish or revitalize communitx* 
advisorx' boards, assess maternal and child health 
needs, and plan, implement, and instuutionali/e Com- 
munity programs. Case studies of League initiatixes in 
Arlington, l-'ort Worth, Minneapolis, and Stamford-\or- 
walk illustrate these strategies. 



Videotapes 



The Ages & Stages Questionnaires on a Home Visit. 
22 min. with The Ages Stages Quc*stionnaires (AS(J) >vstorn 
- including Ust*r's Guide, questionnaires (English or Spanish) 
and scoring shec'ts - arc* components of 1 he Agc*s & Stages 
(Questionnaires; A Fa rent -Com pie ted, Chi Id- Monitoring Svs- 
tem. ASCQ \va> de\ . loped b\' Diane iiricker, jane Squims, 
Linda Mounts, l.aVVanda Potter, Robert Nickel and lane Far- 
rell. Published and distributed bx Paul H. Biwkes Publishing 
Co., !nc , P.O. Box 10(>24, Baltimore, Ml). 21285-0624, tel. 800- 
6.38-3775. Also axailable from Child Development Mc*dia, Inc. 
5632 Van Nu\ s Blx d, Suite 286, Van Nuys, CA O1401. Tel. 800- 
405-8042. $175 for the . et. 

ASQ is a screening and tracking prograni 'or infants and 
young cliildren who are at risk for developmental 
delays. This parent-cx)mpleted child-monitoring system 
is designc*d to identify infants and young children who 
require further developmental evaluation. The ques- 
tionnaires are designed to be completed by parents 
when a child is 4, 8, 12, 16, 20, 24, 30, 36 and 48 months 
of age witl'! optional c]uestionnaires nx'ailable at 6 and 18 
months. This screening tool helps to identify children 
who may need further diagnostic testing and interven- 
tion services. The screening tool can also be used to 
monitor children who are likely to outgrow their prob- 
lems naturally without intervention. The Ages & Stages 
Questionnaires on a Home Visit video tape is a com- 
panion to the ASQ and slunvs a home visit with a fam- 
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ilv who have three children. The home visitor guides the 
farniU' through the que>>ti(Mmaire items dnd denKMV 
strates liow' to explain the screening pRKVss to parents; 
create opportunities for children to demonstrate skills; 
encourage siblings aiul i^tlu*r famiU’ members to partii- 
ipate; redefine it(*ms to letlect a lamiK 's \ alues and cul- 
ture; and pixunote paient-child interaction and opti- 
mum child dc‘vek^pmeiU. The tape alsi^ otters sugges- 
ticMis seeding .'\SQ during the \ isit, on acti\ itic*s loi‘ 
parents tc^ implement with their children and suggests 
leaving additumal questiiMmaiix*s with tin* family. 
Acixmipanving discussion cjuestiiMis lan facilitate the 
training cW home visitcMN and other ser\ ice providcM's to 
Use .ASQ. 



Listening to Families Videotapes: 

this series is ctesigned to meet iIk* growing need lor training 
c*arlv inteiA enti(Miist.s work ettectivc*l\‘ w ith tamslies. tho- 
diiced b\- lana StatiMi, Ph.D., .American .Association tc^r Mar- 
riage and FamiK' Iherapv l\nindation Available from Child 
Development Mc’dia, Inc., s^32 Van \iiys blvd. Suite 2Sh, Van 
\iivs, C,A, '^1401. lel. SlH)-403-8‘-M2. Individiiallv priced, or in 
tape suric*s/S7t)0 (plus shipping and handling). 

lutroiluctory Tapes: Created for use ith picndders 
working with families in a variety of settings, including 
lUr.A Part H ser\ ices, Head Start, family preservation, 
maternal and child health and marriage and family ther- 
apv. The tapes focus on the provider's role of engaging 
families in cc^n ersations to build a partnership and on 
listening to and eliciting family strengths rather than a 
focus on proldems. 

Buihiijii^ a famih/ Piirtiicrsliip. aO min. Viowers Guide 
included. S75. 

This tape includes unedited excerpts from conversations 
wdth five diverse families. Segments were selected to 
highlight generic communication strategies helpful in 
joining with a family and building a collaborative part- 
nership. Strategies include: having a conversation rather 
than an interview, sharing penver by letting the family 
do the talking, focusing on family members' strengths, 
asking open-ended quc‘Stions and encouraging expres- 
sion of different viewpoints, l-xperienced family consul- 
tants meet with families from African-American, His- 
panic/Latina and l-Airopean- American backgrounds 
from all income levels. 

l'.\plorjn\^ I'iWtih/ Strcui^ih>. min. \'iewers Ciuidc* included. 
S75. 

This is a highly focused presentation of the rationale, 
examples and strategies fc^r engaging families in conver- 
sations about their strengths as w'ell as their problems. 
The video explains w-hy recognizing family strengths is 
essential io building a family partnership, demonstraU's 
the essential importance of the provider's belief that all 
families have strengths, and illustrates how early inter- 



venti(Miists can expUue and elicit strengths with famdlies 
from diverse eexun^nic and cultural backgrounds, even 
under difficult and stressful circumstances. All the fam- 
ilies and familv therapists tixim the I .istening to bamilic‘s 
series aix‘ slunvn. 

Individual lainily Videotapes: ^ oiueisalions with indi- 
vidual families explore the issues ot raising a u'ung 
child o\- children with special needs. lamilies are from 
diverse cultural, linguistic and economic backgixumds 
w th children representing a wide range of disabilities, 
tc .king with experienced tamiK therafMsts whi^ demon- 
strate hmv [0 listen ti^ a tamilv's storv and tiu iis fam- 
ilv concerns, priorities and resources 

Iwo- t<ipi* s^'ts (second tapes show'- tolK>w up visit one \<.Mr 
later):. s.mUm sot. (plus shipping handling) 

Colton r{n}iil\f: ,A I'amilv I'ightiivg tor Its X'ision ot C’arissa 
w'ith Colton l amil : C)ne 'S'ear I ater 
Two parents, three children. I he oih*-\ ear-(dd daughter 
has Down sx ndrome; the bvn s are six and 1 1 . The focus 
is on familv hopes and vision tor Carissa in cemtrast to 
that of some providers, famil\' decision making and 
interactions, needs ot the oldei childix*n, the role ot 
brothers in caring for their little sister, and strengths 
from religious faith and extended family, bamily is mid- 
dle-income, African-American, Setting: tamil\- home. 
Familv Consultant: jana Statem, Ph.I). 

Didfon Wise V\'omen DemcMistrate Strengths 

of Intergenerational Parenting Peam with Duttem Fam- 
ily: One Year Later 

Mother and grandmother, and three children, two-, 
three- and four-vears-old. Ihe three-vear-edd boy has 
cerebral palsv. The focus is on strengths cd shared care- 
giving, the family's hopes for tlu* child, tensions 
betw'een mother and grandmother over discipline and 
familv rules, difficulties w'ith getting F.l services and 
making the transition from Part 11 to public schooling. 
The familv is limited-income, African-American. Set- 
ting: church parlor, I'amih' Consultant: Lee C'ombrinck- 
CTraham, MD. 

K///y Foniih/: \Mien Support Isn't I nough with King 
Family: One Year Later 

Mother, father and tw’o children, a girl, twnvand-a-half 
and a ben', four. The venmger child has C-l l-A-R-Ci-l:, a 
■ syndrome with mul.dple birth defects affecting major 
organ systems. 1 he focus is on parenting roles, stress on 
the parents and their relationship from caring for a med- 
ically fragile child, the needs oi the edder sibling, inter- 
actions with medical and FI providers, conflicts over 
diagnosis and treatment and financial and future con- 
cerns. Ihe family is middle-income, Furopean- Ameri- 
can. Setting: famih' borne, Familv Consultant: Lee Com- 
brinck-Ciraham, ML). 
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Singk' tci|H' titU's: (>0 min. oci With dIMU^.^ion guidi*. im. 
tcipf (plu^ Nhif^pin>; <Sc hnndlini;) 

Afhircw^ I'iWiili/: l\iivnts Set Aside Diherenees and Work 
Together tor the Sake ot Their Child 
Mother, tatlu'r, one child. 1 he son is two \ ears old, and 
was born witli multiple' ecMigenital malloi-matie>ns, 
including Dand v-Walker svndreuue, cerebral pals\; 
livdrocephaiy. The kvus is on the parents' commitinenl 
to their child and ettorts to ceH>perate althe>ugh thev are 
now sc'f^arated, dilticultio ot getting respite caie in a 
rural area, and the attitudes ot the tamilv and its te>wn 
toward a child with se\*ere liisabilitit's. The lamil\- is 
working class, T.uropean-Anu'rican. Setting: tamil\ 
liome. I amilv C imsultant: l:ric McCidlum, Ph.l). 

Bcnuinio }\wiil\f: Parental lntuitii>n Makes the Diltert'nce 
t\)r Child with an .Ambiguous Diagnosis 
Mother, lathe twe^ children, twe^ anet te)ur \ears olet. 
Tlio edelest boy has speech delays and pe>ssible diagnev 
sis o( ADT). I he Uk'us is on the parents' difticulties anel 
stress in decisie^i making w’hen the diagne>sis is uncer- 
tain eu' ambigueuis, the parents' sensiti\ itv te)ward their 
child's ne'eds, parental ditterences en er ae1\ ice ne>t te> use 
native language in the he)me (Spanish) because e)f 
spee'ch eiifticuliies, financial concerns due te> me)ther 
weM'king e^nly part-time in e'>rder to meet child's needs. 
Family is middle-income. Latino. Setting: familv home. 
Family Consultant: Halcyone Bohen, Ph.D. 

Boiiii Fiuinlu: Lo\ e Changes H\ ervthing: A ^'oung Cou- 
ple Forms a New Family 

Mother, father and five children. Onlv the two-year-old 
son, born prematurely with hydn>iephalv and develop- 
mental delays, is present. The focus is on the dcwelop- 
mont of a couple bond, familv-of-origin relationships 
and acceptance, medical and FI services and hopes for 
the future. The parents, a \'Oung working couple, are 
middle-income, African-American. Setting: office. Fam- 
il\’ Consultant: Wayne Jones, Ph.D. 

E^ipiuozd I (Ufiilif: Keepir'ig the Diagm^sis from Taking 
0\ er the Fa mil v 

Mother, sister and mother's best fiiend, \\ ith onlv child, 
a boy, si\-vears-old. (Husband /father was w'orking and 
could not be present) The bov was diagru)sed with 
autism at four aftt'r diagnosis of PDD in infancy. The 
focus is on the family value of inclusion in familv like 
and in education, differences in parents' ndes in child- 
rearing, support from sister and friend in providing 
care, family attitudes toward diagnosis of autism and 
confronting attitudes within Latino culture toward chil- 
dren with spi'cial needs. Family is middle-income. 
Latino. Setting: studio. Family Consultants: Wavne 
Jones, Ph.D. and Tawara Taylor, M.A. 

johnson Familp: Love Across the CL»nerations: Crand- 
mothers Caring for Grandchildren 
Grandmother and great-grandmother, three children. 
The children are two, three and four, born to a drug- 



abusing mother, who no longer li\ es at home. All three 
childi('n hiU e dev elopriiental dc'ku s; oiu* had seizures,. 
Their T'.l home \’isitor and a family neighbor/ friend also 
\o\n in the coiwersation. I'he locus is on familv 
strengths, differences in child-rearing philosophy acrt>ss 
generations, impact of drugs on family life and auUinu- 
it\-, importance of extended familv, friends, social ser- 
vices and spiritual \’alues. 1 he famih' is limiti'd-inaune, 
African-American. Setting: famil\- home. Familv Ccmi- 
sultant: Nancy Boyd-Franklin, Ph.D. 

Eitniili/: Hopes of a Strong Immigrant Famih lui 
Fragile Ciround (in Spanish, with subtitle^) 

Mother, father, four children. I he [wo ben s, five and 
se\en, ha\e sex- linked mental retard a tieMi; (he girls are 
14 months and four-vears-old. The parents are from 
I'ural F.l Sah ador. The Ukus is on the (amilv's hopes fi'ir 
the children, the parents' understanding o\ the bov'-' 
disabilities and abilities, FI services a\ailable, parents' 
emplo\’ment difficulties and support from extemlc'd 
familv and church comm u nit \'. T'a mily is limited- 
incemie, T.atino. Setting: familv heuue. Fa mil\- Consul- 
tant: F.lena Cohen, MSW. 

Tlioiup^O}} Fmnihf: Hanging in There: Two Cienerations 
with Altered Priorities 

A single father and his parents. The child a bov of 18 
months, has serious asthma: he was ill and not able to 
participate. The father has returned to live with his par- 
ents, who share in care-giving for their grandson. The 
focus is on the hoy's medical condition, attitudes of 
nu'dical staff towards the familv, financial difficulties, 
communication, and tensions o\ er shared responsibili- 
ties and altered priorities of grandparents. The familv is 
middle-class, Hu ropean- American. Setting: church par- 
lor. Family Consultant: Hric McCollum, Ph.D. 

Enniih/: Strength and Vulnerability in a Family 
with Manv Concerns 

doling motlu'r, her motht'r, two children, four and 
almost three, and mother's niece, se\en months. The 
three-year-old son has been diagnosed with neurofibro- 
matosis. The focus is on family strength and \ ulnerabil- 
ities, multiple ca regi\’ing demands brought on by the 
mother's worsening sickle cell anemia, the three-year- 
olds special needs and HI ser\ ices, custody issues with 
niece, strengths and support of African-American fam- 
ily, community and church, the mother's hopes for 
future for herself and her children. I'amily is limited- 
income, African-American. Setting: family home. Fam- 
ily Consultant: 1 larry Aponte. ACSW. 



40 



/cro to Three August /St'pternbor 39 





ZERO TO THREE 

is published 6 times per year. Subscriptions cost $37 per year, $69 for 2 years and $99 for 3 years. 
Subscribers may order additional copies of Zero to Three for distribution to staf. .^r students at a rate 
of $20/auxiliary subscription/year. Zero to Three's federal ID# is 52-1105189, 

Telephone orders may be placed by calling 1-800-899-4301. 



D I would like to subscribe to Zero to Three for 

1 year ($37) 2 years ($69) _ 3 years ($99) 

n In addition to my subscription, I would like to order 
auxiliary subscriptions at $20 each per year. 

I understand ali copies will be mailed to mo. 

n Please send me a complete ZHRO TO THREE 
p iblications catalog. 

CH In addition to my subscription. 

1 would like to contribute to support the 

work of ZERO TO THREE/ National Center for Clinical 
Infant Programs. Contributions are tax deductible. 

Q Charge to 

American Express Master Card Visa 

on card _ 

Account N«'. 



Send to: 

ZEROTOTHREE/National Center for Clinical Infant Programs 
PO Box 25494 
Richmond, VA 23260-5494 



Name 



Mailing AtlJn*ss 



City .. 



State , Zip 



Professional Discipline 



E'Apir.ition Date 

Sigiuluro 

D Enclosed is my check for 

Payable to ZERO TO THREE. 
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TO 
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1 Uh Ctnvt North. Cuiti- 'Sti. Arhni;loM. \ .\ 222 tn 
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Nott Profit c )rg 
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Be sure io luitifv Zero to Three of your new address 
Third class mail is not automatically forwarded. 



41 



40 August /Sopteinlx'r 19^)S Zero to Three 



BEST COPY AVAILABLE 



